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Abstract
The purpose of the present study is to analyze the 
communication processes and rationale used by physicians 
when reading and writing medical records of women battered 
by intimate male partners. Grounded in the theoretical 
framework of Garfinkel (1967) and based upon ethnographic 
research methods, this dissertation addresses the criticism 
that physicians sometimes receive about their techniques 
when attending battered women's medical records. This 
research also addresses the need for health communication 
scholars to utilize medical records as a significant 
resource for studying communication processes.
The data here results from the literatures and 
comparative analyses of information collected from field 
observations; medical health records and mental health 
records and mental health records of battered and 
non-battered women; and in-depth interviews with physicians, 
battered and non-battered women, administrators, medical 
interns, a medical student, medical personnel, a social 
worker and attorneys-at-law. One implication is that each 
physician uses the same method to attend to all patients' 
medical records, including those of battered women.
Further, based on their ethics, education, training and 
potential litigation, together with their reading audiences, 
some physicians choose to record all patient information in
XV
their records; based on the same reasons, other physicians 
choose not to record all patient information. However, both 
groups believe they are acting in their patients' best 
interest.
Thus, the data generated here substantiates Garfinkel's 
(1997) assumptions that normal, natural troubles occur as a 
result of members in a certain group doing the right things 
for the right reasons and in keeping with the members' 
training and education. While physicians, their procedures 
for doing battered women's medical records in the ways that 
they were taught sometimes create the problems for which 
they are being criticized.
The overview of this data is that physicians have 
universal methods for reading and writing medical records 
for all patients. Although they do not agree on what to 
enter in their records, all physicians in this research 
voice concern for effective treatment and intervention for 
battered women. The battered women and the narratives told 
by both the physicians and their patients substantiate the 
physicians position.
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HOW PHYSICIANS DO MEDICAL RECORDS 
FOR WOMEN BATTERED BY INTIMATE MALE PARTNERS
Chapter One 
INTRODUCTION 
The primary purpose of the medical record is to 
communicate pertinent information about patients (Mair & 
Ravodich, 1987; Pagano, 1991, 1992; Pagano & Ragan, 1992; 
Reynolds, Mair, & Fisher, 1992; Roach, Chernoff, & Elsey, 
1985; Roach, Younger, Conner, & Cartwright, 1994; Weed, 
1968, 1969, 1971). Significant studies (e.g., Barrett, 
1988; Pagano, 1991, 1992; Pagano & Ragan, 1992; Poirier et 
al., 1992) have shown that, in addition to their primary 
purpose, medical records also can yield useful data to 
research in health communication.
"The medical history enables us to examine a text that 
is traceable to previous social interaction" (Cicourel, p. 
222, 1983). In keeping with Cicourel's statement, Sharf 
(1993) describes medical records as a "richly textured 
source of clinical discourse" (p. 38) which health 
communication scholars need to explore. Nevertheless, for 
the most part, communication scholars are not exploring 
medical records. While an abundance of research has dealt 
with the interpersonal communication in dyads between 
physician-patient (Pettegrew & Logan, 1987; Sharf, 1993;
Thompson, 1990), research based on medical records is scarce 
in health communication (Sharf, 1993). West and Frankel
(1991) posit that, although it is important, the question of 
interpretation between process and outcome variables, such 
as content of physician-patient interviews translated into 
medical records, has not been a subject sufficiently 
researched.
Sharf (1993) ascertains that studying medical records 
is both a resourceful method for (a) discovering the nature 
of physician-patient interpersonal interactions, and (b) 
exploring how the complex ramifications of medical, 
administrative, and legal requirements can affect 
physicians' communication processes. The richness for 
health communication research is reflected also by Cicourel 
(1983) in the following statement:
In this way the medical history affords us a rare 
glimpse at some of the reasoning processes and aspects 
of the knowledge base of those who contributed to the 
content and form of a text and how beliefs are linked 
to language use, emotions and feelings, and reasoning 
in complex sociocultural environments (p. 222).
The focus of this dissertation centers on the 
communication processes and the rationale engaged by 
physicians’- when attending to the medical records^ of
battered women.^ This particular population reportedly 
comprises an estimated two million women each year in the 
United States according to some physicians-researchers 
(e.g., Bamberger, Saunders, & Hovey, 1992; Saunders, 
Bamberger, & Bovey, 1993), while others (e.g., Sassetti, 
1993) report as many as five million battered women per 
year. Within the context of health communication, the 
ultimate goal of the present ethnographic study is to 
generate significant data describing the rationale, 
procedures, sources, and other resources used by physicians 
when "reading and writing" battered women's health records. 
Thus, the research question addressed herein is "Bow do 
physicians do medical records for women battered by intimate 
male partners?" And, as part of this, the present study 
addresses how the problems incurred when treating battered 
women affect the communication procedures employed by 
physicians when entering or retrieving data in the medical 
records for this particular population.
Another void in health communication exists in the 
research pertaining to problems that physicians encounter 
when attending to the health records of battered women 
specifically. Just as "abuse in close relationships" 
(Planalp, 1993, p. 7) is not adequately addressed in the 
research on interpersonal relationships (Planalp, 1993), nor
is it adequately addressed in health communication research 
as demonstrated by index searches. Battered women appear to 
fall into the category of important groups whom Kreps (1990) 
describes as the "underserved consumers" (p. 282). Although 
Kreps does not name battered women specifically, he does 
name specific populations which are underserved consumers 
that include women, minorities, the poor, and the aged; and 
each of these groups encompass women abused by intimate 
partners. Kreps also points out that these health consumers 
are underserved in both the area of medical treatment and in 
the field of communication health research.
Along these same lines, Ragan and Glenn (1990) state 
that the health-care literature is abundant in dealing with 
the extraordinary problems in areas such as GYN, AIDS, 
cancer and health disease in women's health care. However, 
as Ragan and Glenn (1990) explain, "mundane" (p. 313) 
health-care issues among women have not been adequately 
addressed. Although Ragan and Glenn are referring to 
matters such as pregnancy testing and prenatal care, as well 
as gynecologic exams, "mundane" can also describes health­
care issues surrounding battered women. They are mundane in 
the sense that health-care issues pertaining to the injuries 
and illnesses of battered women do not deal with 
extraordinary health diseases.
Thus, while the literature in health communication 
reflects the significance of how physician-patient 
communication can affect patient health care, this body of 
literature has not given attention to problems surrounding 
interpersonal communication between physicians and battered 
females patients. Subsequently, neither have the medical 
records been addressed in relation to how they are affected 
by the medical consultations between physicians and their 
battered women patients. These resulting effects upon 
medical records is examined in this dissertation.
R.e^ .e.arclL PxQbXeit 
Medical researchers and attorneys (Caplan, 1995; 
Hamberger, 1994; Hamberger et al., 1992; Hyman, Schillinger, 
& Lo, 1995) argue that women who incur injury from intimate 
male partners do not generally reveal to medical 
practitioners the genuine cause of their injuries. In their 
failure to disclose the actual cause, battered women 
simultaneously fail to expose their batterers. As a result, 
battered women's denial of abuse and the fabricated 
explanations for their injuries can sometimes create at 
least two basic problems for both the attending physicians 
and the battered women as patients. The initial problem is 
that denying health-care providers access to this 
information can prohibit physicians from administering
quality health care and intervention based upon informed 
decisions. In addition, being denied all of the related 
facts, physicians cannot address the primary causes of their 
patients' injuries/illnesses. Thus, while physicians can 
treat the primary injury, such as a broken arm, they cannot 
treat the primary problem of battering when the physicians 
are not adequately informed as to the genuine cause of the 
injuries/illnesses.
Subsequently, when they do not have accurate nor 
complete patient information, physicians cannot enter 
pertinent data into battered women's health records for the 
purpose of accurate and complete medical charts. Therefore, 
battered women's withholding information from their 
physicians can conceivably interfere with or alter both 
their health care and their health records. This study 
concentrates on the latter problem relating to battered 
women's health records and how physicians deal with such 
inherent problems that they often encounter when attending 
to medical records for battered women.
According to Pagano (1991, 1992), Pagano and Ragan 
(1992), Reynolds and Mair (1989), Reynolds, Mair, & Fishcher 
(1992), Roach et al. (1985), Roach et al. (1994), and Weed 
(1968, 1969, 1971), patient medical charts are a basic means 
by which health-care providers communicate with other
clinicians because medical records are designed to convey 
the necessary and beneficial medical information regarding 
both the conditions and treatment of patients. These same 
researchers further note that, through the use of medical 
records, physicians also must communicate with additional 
reading audiences such as insurance and legal agencies. In 
turn, attention to these other audiences may affect 
physicians' communication methods which could also affect 
their communication competence in patient charts. 
Communication competence used here is in the same context as 
described by Wiemann (1977) inasmuch as physicians are 
trying to communicate in such a way that they meet their 
goals when untilizing medical records. Additionally, 
physicians need also to facilitate their authorized reading 
audiences in meeting their respective professional goals, 
when reading patients' medical records for particular 
information.
Some studies (Abbott et al., 1995; Gin et al., 1991; 
Goldberg & Tomlanovich, 1984; Hamberger, 1994; Hamberger et 
al., 1992; McLeer & Anwar, 1989; Perrone, 1992a, 1992b; 
Saunders et al., 1993; Stark & Flitcraft, 1988a, 1988b;
Stark et al., 1979; Warshaw, 1989; Wood, 1992) show that in 
cases involving battered women's medical records, 
physicians-researchers, along with non-medical researchers.
have complained about medical treatment for battered women. 
These physicians-researchers complain that a void in follow- 
up treatment and constructive intervention exists for women 
who suffer physical and mental detriment resulting from 
abuse by intimate companions (Perrone 1992a, 1992b; Stark & 
Flitcraft 1988a, 1988b; Warshaw, 1989). Further criticism 
has evolved over both the language and the medical data 
contained in the patients' medical records for these 
particular women. For example. Stark & Flitcraft (1988a, 
1988b) and Warshaw (1989) have described the language 
employed by physicians as vague, passive, and misleading in 
these particular patients' health records. Studies by 
Abbott et al. (1995), Gin et al. (1991), Goldberg & 
Tomlanovich (1984), Hamberger (1994), Hamberger et al.
(1992), McLeer, 1989; McLeer & Anwar, 1987, 1989; Perrone 
(1992a, 1992b), Saunders et al. (1993), Stark and Flitcraft 
(1988a), Stark et al. (1979), and Warshaw (1989) also reveal 
that many times the data are incomplete and inconclusive in 
cases where female patients incur injuries and illnesses as 
a result of abuse by intimate partners.
These researchers, Abbott et al. (1995), Gin et 
al.(1991), Goldberg & Tomlanovich (1984), Hamberger (1994), 
Hamberger et al. (1992), McLeer & Anwar (1989), Perrone 
(1992a, 1992b), Stark and Flitcraft (1988a), Saunders et al.
(1993), Stark et al. (1979), and Warshaw (1989), are 
physicians who analyzed medical charts at random by 
"reviewing" health records of non-battered and battered 
women in both emergency room and clinical settings. Notable 
is that these physicians-researchers were able to discern 
between those who were and were not battered by "reading" 
the medical charts even when battering per se was not 
written into the chart. The physicians-researchers' 
complaints are that the attending physicians did not 
identify the battered women when entering data in their 
medical charts. However, evidently, the charts were 
constructed in a way that somehow the physicians at least 
indirectly revealed which femanle patients were battered and 
which were not.
This phenomenon gives rise for additional interest in 
the present study. As a result, this dissertation addresses 
the question: Do physicians have a way of reading and
writing in medical charts that communicates only with other 
physicians about a patient and conditions surrounding a 
patient? If this is not the case, that is, if physicians do 
not have a way of communicating with each other exclusively 
in medical charts, how did the physicians know what they 
knew, or even suspect what they suspected when researching 
the medical records of battered women, inasmuch as the
physicians-researchers' claims are that the attending 
physicians did not enter complete and conclusive data in all 
the medical records? In addressing this question, a goal of 
the present research is to show how physicians try to write 
battered women's medical records in such a way that they 
communicate successfully with other physicians who read 
these records, while they also communicate other appropriate 
information to all of their other reading audiences 
respectively.
In order to show how physicians believe they 
communicate through medical charts, this study centers on 
self-reporting procedures used by physicians when 
communicating medical data to their different reading 
audiences. The unavoidable features of self-reporting 
procedures and their results in systems where the results 
are employed by many different parties is one of the foci of 
Garfinkel’s (1967) study of clinic records. Garfinkel 
formulated two general types of problems when using medical 
records in research. He classified the major groups as 
"general methodological troubles" and "normal natural 
troubles" (p. 190). General methodological troubles, as 
described by Garfinkel, are those problems which involve 
"desired properties of completeness, clarity, credibility, 
and the like" (p. 190). Studies of this nature include those
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done by Pagano (1991, 1992), Pagano and Ragan (1992), 
Reynolds and Mair (1989), and Reynolds et al. (1992). These 
studies deal primarily with written communication competency 
skills including format, style, syntax and language used in 
medical records. Their purpose is to show how improved 
writing skills can enhance communication competence between 
writers and their audiences.
The second category of normal, natural troubles 
provides a conceptual frame for the present study.
Garfinkel (1967) formulates these troubles in the following 
terms :
"Normal, natural troubles" are troubles that occur 
because clinic persons, as self-reporters, actively 
seek to act in compliance with rules of the clinic's 
operating procedures that for them and from their point 
of view are more or less taken for granted as the right 
ways of doing things. "Normal, natural troubles" are 
troubles that occur because clinic persons have 
established ways of reporting their activities; because 
clinic persons as self-reporters comply with these 
established ways; and because the reporting system and 
reporter's self-reporting activities are integral 
features of the clinic's usual ways of getting each 
day's work done— ways that for clinic persons are right
11
ways. . . . they have the flavor of inevitability.
. Reporting procedures, their results, and the uses 
of these results are integral features of the same 
social orders they describe. Attempts to pluck even 
single strands can set the whole instrument resonating. 
. . . When clinic records are looked at in this way the 
least interesting thing one can say about them is that 
they are "carelessly" kept. The crux of the phenomenon 
lies elsewhere, namely in the ties between records and 
the social system that services and is serviced by the 
records, (pp. 191-192).
"Reporting procedures, their results, and the uses of 
these results" (Garfinkel, 1967, p. 192) with their normal, 
natural troubles frame the general problem for this 
dissertation. The idea of normal, natural troubles 
accompanying established and, for the participants, 
legitimate reporting procedures is particularly inviting in 
view of the two following findings that will be reported in 
more detail in Chapter Three: (1) When attending to medical 
records for battered women, physicians try to comply with 
established organizational procedures; and (2) when 
reporting activities in medical records for battered women, 
physicians believe they are doing the right things for the 
right reasons.
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Hence, the research question "How do physicians do 
medical records for women battered by intimate male 
partners?" entails the additional questions: "What are the
established and legitimate (for participants) organizational 
procedures for developing a medical record for battered 
women and how do physicians make sense of these procedures?" 
That is, "For physicians, what is the rationale for 
following the procedures and in what ways are they 
legitimate?"
The "normal, natural troubles" discussed by Garfinkel 
(1967, p. 191) are linked with the troubles and sources of 
complaints uncovered by some researchers when examining the 
records of battered women. These troubles referred to by 
the complainants about battered women's charts are the same 
types of troubles reported by Garfinkel. These problems 
include the passive language used by physicians although 
they are using the language models in the same context as 
they were taught to do during their education.
Further, although their scientific language is 
universally understood by other physicians, some critics 
object to physicians' translating commonplace words with 
connotative meanings into scientific terminology with 
medical meanings; and, again, the use of appropriate and 
correct medical terminology is another part of the
13
physicians' medical training. Because medical abbreviations 
and medical forms vary with different organizational 
settings, the content of medical records may be altered 
somewhat according to the setting; nevertheless, physicians 
comply with the rules and techniques of the organization 
where the medical records are being constructed. Yet, this 
practice is another point of contention with complainants.
Another problem that physicians encounter is the 
quality and quantity of information they enter in battered 
women's charts. Throughout their education, physicians are 
admonished by physicians-teachers to report objective data 
in the medical record; however, their critics believe the 
patients' (in this instance, battered women) narratives 
should be included in the chart verbatim rather than limited 
to medical terminology. Along with their requests for 
patient narratives arising from physician-patient 
consultations, critics charge that physicians need to reveal 
in medical charts the complete content of their 
consultations. While some physicians agree, others believe 
that they are obligated to adhere to physician-patient 
confidentiality which is in compliance with their training 
in becoming health-care providers. In turn, physicians who 
believe in protecting the privacy of their patients by not 
recording all patient data in their medical records, do not
14
agree with those physicians who do record all patient data. 
In conjunction with their training and professional 
standards, some physicians believe that appropriate medical 
treatment, in keeping with patient requests, is their 
primary purpose in medical care— as opposed to constructing 
medical records as an end in and of itself.
Thus, based upon their training and their professional 
beliefs grounded in ethics and medical treatment, physicians 
do what they believe to be right. In doing so, they incur 
criticism from researchers, including other physicians, who 
do not agree with those perceived standards. That is, by 
doing what was taught them during their medical training, by 
maintaining organizational rules, and by adhering to their 
professional ethics and standards, or by not adhering to 
these guidelines, physicians incite disapproval from their 
designated reading audiences and from researchers including 
other physicians. Here lie the "normal, natural troubles." 
As Garfinkel (1967) points out, "The crux of the phenomenon 
lies elsewhere, namely in the ties between records and the 
social system that services and is serviced by these 
records" (p. 192).
Background of Medical Records for Battered_Women
While this research is not directed toward the issue of 
battered women's health care per se, the communicative
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nature of health records has unavoidable consequences for 
health-care issues. Therefore, i^pendix A presents 
pertinent background information on the health care 
consequences resulting from the lack of explicit mention of 
battering in the medical records of battered women. This 
material should clarify some issues for the reader and 
should reveal some of my reasons for undertaking this 
research.
The secrecy surrounding spouse abuse and its victims 
makes administering quality health care to battered women 
problematic for physicians. Medical studies reviewed in 
Appendix A indicate that few battered women disclose the 
real cause for their injuries to their physicians because 
they choose to protect the batterer. Researchers and 
women's advocates are concerned that battered women's 
failure to disclose these crucial medical facts to 
physicians and counselors generates and perpetuates 
inadequacies in both the patient's medical care and medical 
records, also making it unlikely that physicians monitor 
and/or intervene in further episodes of abuse.
Other research reviewed in Appendix A finds sources of 
physician bias and prejudice toward battered patients. The 
tendency of many battered women to remain with the man who 
batters them seems an irrational but conscious choice on the
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part of battered patients. This conscious choice generates 
a negative attitude by some physicians and ultimately 
affects the content of their medical records. Still other 
researchers argue that many physicians abuse their own wives 
and this leads to a prejudice toward battered patients and 
distortions in the construction of medical records.
Still, other researchers, also reviewed in Appendix A, 
express concern for physicians who have not learned how to 
recognize the symptoms of battering. These studies also 
pertain to a concern over physicians and counselors who do 
not know how to deliver appropriate health care to patients 
when abuse has been detected.
Finally, a number of studies summarized in Appendix A 
report that even when physicians are aware of battering, 
they often, perhaps typically, do not explicitly mention 
that fact in the patient's record. According to these 
studies, if physicians are doing more than treating the 
obvious physical health problems suffered by women battered, 
this is not evident in their records.
Reseaxch-Ovest igps
The question then arises, "Why don't physicians always 
record battering in the medical records of women suffering 
mental and physical injuries incurred from abuse in violent 
intimate relationships?" Further, "Is this procedure
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legitimate and acceptable among physicians when reading and 
writing medical records?" Since the primary purpose of a 
medical record is to communicate information about a 
patient, the procedures used by physicians in reading and 
writing health records can pose communication problems. 
Therefore, the present research addresses the complex 
communication problems inherent to physicians when "reading 
and writing" medical records of battered women, and the 
plausible impact of medical records upon the health care for 
female patients battered by intimate male companions.
In order to describe how physicians perform 
communication functions associated with battered women's 
health records, an adequate description of these medical 
records requires a broader scope of probing. Therefore, in 
order to show how physicians attend to battered women's 
records, I have relied upon addressing the following topics 
during the interviewing process with physicians and battered 
women :
1. From the physician's point of view, what are the 
functions of medical records?
2. What, if any, are the established reporting 
procedures, that is, the correct way to read and 
write medical records for battered women?
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3. What are the underlying features that are the 
source of normal, natural troubles for medical 
records?
4. Who are the reading audiences for medical records?
5. What are the objectives and concerns of the 
various reading audiences, and does the same 
language communicate the same meaning across those 
settings?
6. What, if any, effect do these audiences have on 
how physicians attend to battered women's medical 
records?
7. What are the communication problems that 
physicians commonly encounter when attending to 
battered women's records?
8. Does the information contained in the medical 
records accurately reflect what the battered women 
and their physicians perceive their interpersonal 
communication to have been during their medical 
consultations ?
9. Do health records accurately reflect the content 
of medical consultations and intervention 
procedures that physicians administer to battered 
women?
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10. What, if any, impact do medical records have on 
■' the health care and intervention for battered
women?
11. From the physician's standpoint, what determines 
what physicians attend to and. what they do not 
attend to within the context of battered women's 
records?
12. What differences, if any, do physicians make when 
attending to the medical records of battered women 
and those of any other patient population?
13. How is "battered woman syndrome" defined?
14. Does a medical diagnostic code used for third 
party payers exists for "battered woman syndrome" 
and when is such a code used?
15. Is "battered woman syndrome" a medical or legal 
issue?
As described within the context of Methods in Chapter 
Two, this design requires further examination of medical 
records for battered women and a comparison of these medical 
records with those of women who are not battered. Such an 
examination further requires discovering the purpose of 
medical records and exploring how they are written; that is, 
what health records are meant to communicate, to whom they
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are required to communicate, and the processes used by 
physicians to achieve these objectives.
Related Studies 
The combination of researching battered women's medical 
records from the vantage point of field observation together 
with a triangulation of interviews with physicians, with 
battered women (BW) and non-battered women (NEW), and 
analyses of medical charts for both battered women and non- 
battered patients set this particular study apart from 
others. In researching the literature, I have found related 
studies that have added to the scope of my research and 
provided guidelines for this study.
A research design by Cicourel (1975, 1983) is also 
similar to the one proposed in the present study. Cicourel, 
a sociologist, audio-taped consultations between physicians 
and patients, then compared that data from the taped 
interviews to the data that physicians had recorded in the 
medical records. Although the subjects were not battered 
women, Cicourel's research pertains to the present one 
because he shows normal, natural problems that occur when 
physicians transform oral communication activities with 
patients into written data in the health records.
Cicourel's studies also show how discrepancies exist 
between what patients tell physicians and what physicians
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record in the medical chart reflecting what patients said in 
the consultations. That is, transformation of data from 
oral communication into written communication affected the 
information in the patient's record. Therefore, these 
discrepancies give the appearance that the data entries by 
the physicians are not accurate and objective reporting 
within the context of medical records.
For example, in one case study by Cicourel (1983), the 
physician recorded a time lapse of four months, whereas, the 
patient actually stated three months in their taped 
conversation between the physician and patient (see Appendix 
B). Cicourel (1983) also points out that the doctor 
described the patient as depressed based upon her use of the 
word bereavement (p. 224), although the patient did not 
describe herself as depressed. As a result of the 
physician's interpretation, the physician entered "Widowed 9 
mos.— depressed" (p. 224) in the patient's chart.
In another study conducted in much the same way, 
sociolinguists Frankel and Beckman (1982) videotaped 
physician-patient interviews. Whereas, Cicourel (1975,
1983) did not interview the physician and patients 
concerning their interpretation of content from the 
physician-patient consultation, Frankel and Beckman (1982) 
interviewed the patients and physicians immediately after
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the medical consultations. Thus, the study addresses the 
viewpoints of what the participants believed to have been 
said during the physician-patient conversations.
After relating their recollections on what the 
participants believed to have been said, the physicians and 
patients were shown videotapes of the physician-patient 
interviews. The comparisons reveal inconsistencies and 
inaccuracies on parts of both the patients and the doctors. 
Although Frankel and Beckman's study does not address the 
written narrative as does Cicourel's, it does bring out the 
relevance of what was actually said in contrast with what 
both groups of participants thought they had said within the 
context of physician-patient consultations. Therefore, 
these studies show that in cases where physicians do not 
accurately recall the content of a consultation immediately 
afterward, the doctors could conceivably record 
misinformation unknowingly as a result of their inaccurate 
recall.
Various studies (e.g. Mishier, 1984; Shuy, 1976; Tannen 
& Wallat, 1982) have utilized the transcriptions of audio­
taped physician-patient interviews for the purpose of 
examining interactional features such as turn-taking, 
interviewing techniques, or the impact of language and 
relationships, and linguistics. These studies, however.
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have not brought into account the physicians' and patients' 
interpretations of information from consultation 
communication in comparison with information contained in 
patient health records as does the research contained in 
this dissertation. But such studies do show how the pre­
requisite doctor-patient consultation could directly affect 
the content of the medical records. Subsequently, such 
studies could give cause to inquire how the patient health 
records could be affected. In addition to the importance of 
the sub]ect matter analyzed here, the research design, as 
explained later in the methods section, is also significant 
because it addresses the aforementioned needs.
Although they are not centered on battered women per 
se, additional interdisciplinary studies relative to the 
present one are those based upon communication processes 
akin to those in this research project. Notable are the 
works of Campbell-Heider and Pollock (1987) in anthropology; 
Alderson (1991), Bleich (1993) and Wilkinson (1989) in the 
health sciences. These works are relevant to the present 
one in that they lend themselves to the subject matter of 
medical narratives used as a communication tool in medical, 
administrative and legal matters.
As with Pagano (1991, 1992); Pagano and Ragan (1992); 
Reynolds and Mair (1989), Reynolds et al. (1992), and
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Cassell (1985) whose studies are grounded in communication 
processes, Alderson (1991) and Bleich (1993) also mark 
communication as relevant in written narratives for 
diagnosing illness and educating medical interns. The 
research by Campbell-Heider and Pollack (1987), and by 
Wilkinson (1989) is relevant to the present study because 
their research on medical records relates, as does this one, 
to the complexity of intra- and interprofessional audiences 
for whom physicians must write medical records. As referred 
to earlier, in her suggestion that scholars look beyond 
doctor-patient relationships, Sharf (1993) advises that a 
need exists within the context of health communication to 
address the problems associated with health records in 
conjunction with their complex purposes.
The aforementioned research centers primarily on one or 
a combination of the following concerns : (1) how accurately 
physicians and patients interpret their communication 
activities; (2) how their personal interpretations affect 
the physician-patient relationships, health-care of the 
patients and the data entries in the patient health records; 
and/or (3) how medical records are used communicatively in 
both medical and non-medical settings. These concerns are 
addressed in this dissertation also, but not for the same 
reasons. The above related studies are concerned basically
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with health-care issues in conjunction with communication 
processes as observed and interpreted primarily by the 
researchers. In contrast, this dissertation describes and 
analyzes the account generating procedures that physicians 
routinely apply when they read and write medical records of 
battered women (see Appendix C). This description and 
analyses are based upon the interpretations of the 
physicians and their battered women patients relative to the 
patients' medical records.
Rationale
My concern herein is with what physicians perceive to 
be inaccuracies, discrepancies, instances of missing 
information, and other flaws in record keeping. That is, 
(like Basso's "ethnography of writing," 1989, and Hymes' 
"ways of speaking," 1989), the concern here is with 
physicians' ways of describing in terms of their conventions 
and skills at writing and reading charts, together with 
their shared procedures which include the kinds of 
distinctions that they do and do not make. As Basso (1989) 
and Hymes (1989) point out, in addition to a person's 
recognizing the language and its general meanings out of 
context, competent communicators must possess the additional 
knowledge and understanding of the language's meaning within 
definitive contexts and cultures in which the language is
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used. Thus, readers of medical records need to understand 
the meaning/code of the language relative to its authors- 
physicians, along with the setting and purpose of the 
writing in relation to medical records. That is, "Context 
is not extrinsic to the communication process" (Sigman,
1995, p. 81).
Significant to those meanings is the ethnography of the 
writing, which Basso (1989) explains must be explored within 
the realms of additional inquiries such as the following: 
What kinds of information are considered appropriate 
for transmission through written channels, and how, if 
at all, does this information differ from that which is 
passed through alternate channels such as speech? Who 
sends written messages to whom, when, and for what 
reasons? . . . How do individuals acquire written codes 
in the first place— from whom, at what age, under what 
circumstances, and, again, for what reasons? What are 
the accepted methods of instruction and of learning?
And what kinds of cognitive operations are involved? .
. . In short, what position does writing occupy in the 
total communicative economy of the society under study 
and what is the range of its cultural meanings? (pp. 
431-432)
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In addition to these questions being asked within the 
present research, additional questions are also addressed 
such as the following: Do physicians have a distinct way of
communicating with each other? Do physicians apply the same 
meaning to the same language as do non-physicians? Or based 
upon their education and training in medicine, do they 
listen with a different ear, speak with a different tongue, 
read with a different eye and write in a different language 
than non-members of the medical profession? Do physicians 
have a way of writing and reading so that they understand 
each other exclusively (Wieder, 1974). Apart from technical 
language/jargon, does a communication code exists among 
physicians that is inherent with the practice of medicine 
itself? That is, do physicians simultaneously learn a code 
while learning the science of medicine because the code is 
enmeshed with medicine? And is it the case that because the 
code is an integral part of medicine, the code cannot be 
separated from the medicine in the process of communicating, 
whether in speaking or in writing, because both the code and 
the medicine are cognitive and scientific intricacies of 
each other— much like music cannot be separated from musical 
notes. That is, musical notes are part of the language/code 
for talking about, for writing and for performing music.
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fiiy.sicians* Accounting Riii.ea. for Reading and Writing Medical 
Re.c.pr.ds
(For the concept of accounting rules and 
accountability, see Appendix C.) In short, do physicians, 
have their own "conventions," possibly tacit, and/or 
possibly even unconscious conventions for reading and 
writing medical records— conventions that are unknown to the 
general public and other non-medical readers of medical 
records? There is reason to believe that physicians do have 
just such a set of shared and hidden conventions for reading 
and writing medical records. One reason for thinking so is 
provided in a study by Warshaw (1989), who as a physician- 
researcher, investigated the medical reports in the 
emergency department at Cook County Hospital in Chicago.
From a two-week period, she selected and analyzed 52 medical 
records of women whose records she could identify as records 
of women who had been injured by their intimate partners.
The purpose of the study was to determine if physicians did, 
indeed, identify battering incidents and how battered women 
were medically treated.
However, in her study, Warshaw indicates that the 
attending physicians had identified a mere 25% of the women 
as having been battered by intimate partners. She further 
states that the health records do not enable her to identify
29
the perpetrators in 75 percent of the cases because the 
attending physicians did not record (and perhaps did not 
determine) the relationship between the victims and their 
assailants. Warshaw proposes, however, that the 
unidentified perpetrators were spouses. Thus, the question 
arises: what indicated to Warshaw that these were the 
records of spousal-battered women? That is, how did she 
know— except from the records— that these women had been 
battered by an intimate partner? She does not say.
Other studies raise the same question. A review of the 
literature on studies conducted by physicians examining the 
medical records of other physicians indicates the major 
reason for the missing facts regarding the battering of 
women in medical records is that physicians, even when they 
know, do not tend to record spouse abuse in patient health 
records (Abbott et al., 1995; Goldberg and Tomlanovich,
1984; Hamberger, 1994; Meyer, 1992b; Perrone, 1992a; Stark & 
Flitcraft, 1988a, 1988b; Stark, Flitcraft, & Frazier, 1979, 
1981; Warshaw, 1989). Hamberger et al. (1992) and Stark et 
al. (1979, 1981), both teams of physicians-researchers, 
report that in their respective medical practice settings, 
physicians seldom identify battered women in their medical 
records. Hamberger (1992) finds that, although between 25% 
and 40% of battered women report being abused, only 2 to 10
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percent of battered women were identified in family medical 
settings. Goldberg and Tomlanovich (1984) report that, when 
seen in a metropolitan emergency department, only 5% of 107 
victims were documented as such by the physicians. Another 
study (Stark et al., 1981) shows a mere 1 in 25 battered 
women was identified in their medical records by physicians.
A research team comprised of three physicians and a 
registered nurse (Abbott et al., 1995) state, "After almost 
15 years of considerable study and attention paid to DV, we 
found similar low rates of detection and documentation" (p. 
1766). This statement is based in part on their study where 
Abbott et al. reviewed "every available medical record (828) 
for the diagnosis of DV" (p. 1765). Out of the 828 medical 
records, only 2 records showed documentation for acute 
domestic violence as having been the cause for women's 
injuries. In this particular case, the researchers do not 
make clear their method for knowing if or how domestic 
violence was a factor in the additional 826 cases, but the 
reader is led to believe that domestic violence was a factor 
in at least a large number of the other cases, if not all.
Again, the question arises: in cases where the 
physicians-authors did not report spouse abuse in the 
medical records, how did the physicians-researchers (as 
readers of the records) recognize the occurrence of spousal
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abuse through reading the records? That is, how did they 
come to learn about or to recognize the abuse factor from 
reading the medical records?
Theoretical Implications
The methods physicians employ in reading and writing 
medical records are evidently recognizable and 
understandable to each other when reading medical records. 
Through their mutual and exclusive communication with each 
other, physicians expect each other to properly record data 
in patients' charts. In doing so, they show the findings 
and treatments regarding the the care rendered to patients 
as exhibited through their medical records.
Therefore, the first implication is that some kind of 
conventions among physicians reveal spousal abuse without 
saying it in just so many words. This set of conventions 
would be displayed in the way that the usual medical or 
technical language is presented (or not presented) in 
patient health records. That is, an absence of certain 
medical information might also be conventional, but may 
covertly indicate physical abuse by an intimate partner, 
thereby, functioning as a code that permits undisclosed 
communication between physicians through their semi-public 
medical records. If such conventions do exist, they are a 
means of communication that warrants research with the
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context of health communication. If such conventions do not 
exist, the absences of pertinent patient information in 
medical records is cause for concern regarding both health 
care issues and communication processes for which the 
medical record is primarily designed.
The second implication is that, as a result of complex 
ramifications created by diverse reading audiences 
(Garfinkel, 1967; Sharf, 1993), physicians may modify the 
data in battered women's medical records in, what the 
doctors believe to be, the best interest of their patients, 
while meeting the criteria required for each reading 
audiences. Thus, when attending battered women's medical 
records, physicians use the tenable rationale that they are 
complying with organizational procedures (in this case, 
shielding the patient, or respecting the patient's privacy) 
and record keeping. That is, as framed by Garfinkel (1967) , 
the physicians think they are doing the right things for the 
right reasons in their attempts to treat battered women and 
maintain accurate reporting methods.
The third implication is that physicians process 
medical records for battered women in the same manner as any 
other patients involved in deviant behavior or who choose 
not to disclose to physicians information relevant to their 
medical treatment and quality health care. Thus, secrecy
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and fabrications of battered women could in and of 
themselves affect the content of medical records.
Summary
In this dissertation, my goal is to enhance health 
communication research by analyzing communication processes 
and rationale of physicians when reading and writing medical 
records for female patients battered by violent intimate 
male partners. By engaging in ethnographic methods of 
study, I comparatively analyze audio-taped interviews with 
physicians, battered and non-battered women, relative 
medical personnel, and members from standard reading 
audiences of medical records. I further analyze and compare 
data from the audio-taped interviews with data from medical 
records for both battered and non-battered women. In 
addition, I comparatively analyze the data from the 
physicians' audio-taped interviews with my observations of 
how physicians attend to medical records when retrieving 
data.
In addition to exploring physicians' rationale when 
they attend battered women's medical records, I hope to 
clarify further the communication problems inherent to 
physicians when entering and retrieving data from medical 
records of battered women. In doing so, my intent is to 
show how problems incurred when treating battered women
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affect the communication, processes used by physicians while 
simultaneously meeting procedural criteria for the diverse 
reading audiences of medical records.
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Chapter Two 
METHOD OF STUDY 
This research is grounded in ethnographic/naturalistic 
inquiry into what physicians perceive their rationale to be 
when using battered women's medical records as a means of 
communication for entering and retrieving medical data. 
According to Pearce (1977), "Communication includes 
purposeful and meaningful actions, and adequate study of it 
must incorporate both an account of actors' meanings 
(naturalistic inquiry) and a description of their behaviors 
(objectivistic inquiry)" (p. 51). Pearce (1977) explains 
that individuals communicate for the purpose of achieving 
goals and those goals are established based upon the 
"communicator's own definitions of the meanings of acts and 
events" (p. 52). Therefore, significant to the research of 
medical charts is the additional study as to what the 
physicians believe their thinking/reasoning is when entering 
and retrieving data from medical records. That is, how do 
physicians account (Garfinkel, 1967) for their behavior 
regarding their reading and writing battered women's health 
records.
In keeping with the importance of meanings that 
communicators assign to their behavior, Cicourel (1964) 
posits the following:
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If it is correct to assume that persons in everyday 
life order their environment, assign meanings or 
relevances to objects, base their social actions on the 
common-sense rationalities, then one cannot engage in 
field research or use any other method of research in 
the social sciences without taking the principle of 
subjective interpretation into consideration (p. 61). 
Cicourel (1964) goes on to state that if the researcher 
ignores "the common-sense constructs employed by the actor" 
then the researcher "would not be able to attach any more 
warrant to his propositions than any lay person interested 
in the same events or merely having 'an opinion* of the same 
event" (p. 61). According to Pearce (1977), the concepts of 
naturalistic inquiry are "based on meanings known by the 
actors" (p. 54).
Also important is that while ethnographers are obliged 
to discover and to report the actor's rationale for his or 
her own behavior, they must not interject nor assign their 
own meanings nor place value judgments upon the behaviors 
demonstrated by the communicators who are being studied nor 
upon the meanings the communicators assign to their behavior 
(Pearce, 1977). That is, even though the researcher might 
disagree with the communicator's interpretation, the 
naturalistic researcher does not have the freedom to assign
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personal meanings to communicators' behaviors. Instead, the 
researcher "must determine what meanings the communicators 
make of it" (Pearce, 1977, p. 54) . Thus, while the 
ethnographer is obliged to discover and report the 
communicator's meaning, the ethnographer's task is neither 
to justify nor to criticize the actor's rationale, nor 
should the researcher do so (Pearce, 1977).
Therefore, simply stated, the present research is 
designed to discover and to report what some physicians 
believe their rationale to be when attending to battered 
women's medical records. Subsequently, the concern in this 
dissertation is not with the motivation of subjects 
interviewed in this study; nor is the concern with 
evaluating the merit of their communication behaviors; nor 
is the concern with their credibility based upon any vested 
interests that the participants may or may not have. 
Summarily, as outlined by Philipsen (1977) on ethnographic 
studies, the goal herein is to discover and describe the 
meaning that physicians assign to their communication 
processes when reading and writing charts for battered 
women. Accordingly, this chapter describes the research 
design of this dissertation, how participants in this study 
were chosen, and their relationship to the study, along with 
the methods used for gathering and analyzing the data.
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E££.eaxch Design
In order to realize the above stated goal for this 
dissertation, qualitative analyses have been used in this 
research. The analyses include data from my personal 
observations of physicians reading medical charts in 
clinical and hospital settings, together with data from 
transcribed audio-tapes of in-depth interviews with health­
care providers about how they read and write medical 
records. Subsequently, a comparison of those data is made 
with the data from transcribed audio-tapes of in-depth 
interviews with participants who have related interests in 
battered women’s medical records described below. Data from 
the medical records and interviews with respective persons 
have also been analyzed with data from my field observations 
of coder analysts’ procedures while entering data into 
records for the purpose of receiving financial payment from 
third-party payors.
Therefore, since the research approach is ethnographic, 
any theory generated from this study is grounded in 
comparative data analyses of medical records, medical record 
coding texts, additional legal documents, transcribed audio­
tapes of in-depth interviews based on open-ended questions 
with participants in the study, my field observations and 
inductive analyses of the literatures. The interview
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questions in this study are in keeping with Cicourel's 
(1964) following assumption:
While engaging subjects in conversation during field 
research, asking them unstructured or structured 
questions in an interview situation, or using a 
questionnaire, the scientific observer must take into 
account the common-sense constructs employed by the 
actor in everyday life if he is to grasp the meanings 
that will be assigned by the actor to his questions, 
regardless of the form in which they are presented to 
the actor (p. 61).
Along with physicians and battered women, interviews 
were also conducted with attorneys, administrators, medical 
personnel, psychologists, non-battered women, and related 
health-care providers. In concert with naturalistic 
studies, the method used in this dissertation is internal 
(subjective) as opposed to external (objective). Thus, the 
data analyses are "open-ended and inductive in contrast to 
the focused and deductive analysis common in conventional 
inquiry" (Lincoln & Guba, 1985, p. 224) .
Multiple Perspectives on Medical Records.
Within the context of patient-physician consultations 
and medical records, other studies have comparatively 
analyzed what the patients and physicians believed they had
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said in consultations with what had actually been said based 
on audio-taped data. In this same context, other studies 
comparatively analyzed what was actually said with what had 
been recorded in the medical records. But those studies do 
not take into consideration the rationale for what was said 
in conjunction with what entered into the medical records, 
nor how physicians construed what had been entered into the 
medical records relative to the consultations with their 
patients. Finally, these studies do not show what the 
correlation is between the patient's perspective of the 
consultation with what is contained in the medical records.
Because the medical records in this study pertain to 
the population of battered women who often deliberately fail 
to disclose matters that their physicians regard as 
medically relevant, their perspectives of their 
consultations with physicians are significant. Therefore, a 
comprehensive research design including analyses of the 
communication patterns of battered women when consulting 
with their physicians is critical in yielding more 
definitive information relative to their medical records.
For example, a patient's deliberately concealing the cause 
of injuries to the point of lying to their physicians can 
directly affect the content of the patient's health record. 
Such an effect is based upon the behavior and choices of the
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patient, rather than the behavior and choices of the 
attending physician(s).
In conjunction with battered women's medical records, 
previous studies have not presented interview data within 
these frames of reference. Specifically, this study 
addresses a broad range of health records for women 
battered. These health records include emergency room, 
hospital inpatient and outpatient care, and private 
practice. Further, both medical and mental health records 
have been utilized. While other studies have examined 
health records in settings outside the medical institutions, 
they did not trace a particular population (e.g., women 
battered) through each medical setting in which a patient 
health record can be examined.
Further, this project also includes qualitative 
analyses of data from audio-taped interviews with 
individuals who are legally responsible for entering data 
(such as codes for collecting insurance compensation) in 
health records. These data allow a more thorough 
understanding of the requirements pertinent in addressing 
the non-medical reading audience rather than relying upon 
the physicians' perspective only. Along this same line, 
also included in the present research are data from 
interviews with inter-professional individuals who are
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entitled to review medical records for legal reasons. For 
example, in some cases where women’s battering and injuries 
became a legal issue, I have interviewed attorneys who have 
been involved in such cases to find out what significance, 
if any, the battered women's medical records had in those 
instances.
Finally, perhaps the most distinctive characteristic of 
this study is the comparative analyses of data derived from 
(1) medical records of battered women, (2) transcribed 
audio-taped interviews of those battered women, (3) 
transcribed audio-taped interviews with some of the health­
care providers who treated the women interviewed herein, 
together with interviews with physicians who have treated 
other battered women who were not interviewed, and (4) my 
field observations of physicians reading medical records. 
This method of incorporating the various perspectives on 
patient health records is an attempt to gather research data 
of a comprehensive nature rather than limiting it to only 
one or two of these areas. That is, the objective of this 
methodological design is to present a complete picture of 
the doctor-patient-medical records relationship.
Significant to this design are the analyses comparing 
the patients' perceptions of their interviews with the 
physicians' perceptions of the same interview and then
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comparing their perceptions with information contained in 
the respective medical records. Thus, such comparative 
analyses between the different components give a broader 
overview of battered women's medical records and what they 
may or may not accurately reflect from the perspectives of 
health-care providers, as well as from the perspectives of 
battered women patients.
Methods
Derived from the transcribed, audio tapes of in-depth 
interviews with battered sind non-battered women, physicians, 
medical personnel, and non-medical personnel who are 
sometimes reading audiences for medical records, the data in 
this study were comparatively analyzed with data from 
medical records from both battered and non-battered women in 
both clinical and hospital settings. The study was 
conducted in three different regions of Oklahoma, both urban 
and suburban areas in central, eastern and southeastern 
cities. Interviews were conducted at clinical and hospitals 
sites, private offices and homes of some of the 
participants. Except in on one occasion when both the 
patient and the health-care provider were interviewed 
together, the participants were not interviewed in the 
presence of another participant; nor were they privy to each 
other's answers.
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Settings
Medical records are created and maintained in both 
clinics and hospitals for the purposes of medical and non­
medical reading audiences (Pagano 1991, 1992; Roach et al., 
1985; and Roach et al., 1994). Although health records are 
primarily formulated and designed for medical purposes, they 
must also satisfy administrative and legal needs of non­
medical practitioners. Pagano (1991, 1992), Roach et al. 
(1985), and Roach et al. (1994) state that, in addition to 
health-care decisions, patient health records are used to 
help adjudicate court cases, to determine the quality of 
patient health care as required by certain federal and state 
agencies, and to satisfy insurance claims of third party- 
payers. Within this dissertation, health records from both 
the medical and non-medical settings are addressed.
In clinical, hospital and organizational settings, I 
had the opportunity to observe health-care providers reading 
medical records. Thus, I observed which sections of the 
charts they took interest in and the sequence in which they 
attended to the different parts of the medical records. In 
addition, I was also privy to their comments and 
explanations pertaining to patient information which was not 
included in the record or medical information which was not 
readily Icnown nor understood by a non-medical person.
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During which time, they explained the significance of what 
they were reading, along with the reasons for attending to 
the records in the manner they did. I also observed how the 
other respondents, including the attorneys, coder analysts, 
and social worker, attended to medical records of battered 
women in their files within their respective fields. As a 
result, I have been able to compare what I personally 
observed with the interviewees' responses and explanations 
related to medical records of battered women.
Participants., and Their Selection
Interviewees were selected through personal 
acquaintances, and professional referrals. They include 
five women who are or who have been in battering 
relationships; five non-battered women; thirteen physicians 
including three females and ten males; two male interns; a 
female medical student; two male clinical-forensic 
psychologists; eight attorneys, one female and seven males; 
a female social worker; and two medical record employees. 
From this group of interviewees, three physicians, one 
psychologist and one attorney were or had been directly 
involved with the battered women interviewed. Additional 
participants were interviewed based upon expertise in their 
particular field relative to medical records and battered 
women. Although all of the physicians practice medicine in
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Oklahoma, they attended medical schools from various parts 
of the United States and one medical school in India.“
Their practices include general and family medicine, 
internal medicine, obstetrics and gynecology (OB.Gyn.), 
psychiatry and general surgery.
The battered women's ages ranged from 28 to 47-years- 
old and include one African-American, one American Indian, 
and three Anglo-Americans. Their educational levels consist 
of one high school graduate, one with some college and three 
post-college graduates. Their socio-economic levels extend 
from middle to upper income in Oklahoma, along with the non- 
battered women's socio-economic levels which also extend 
from middle to upper income in Oklahoma. The non-battered 
women's educational levels consist of two high school 
graduates, one college graduate and two post-graduates whose 
ages were from 28 to 50 years old. The ethnic ratio for 
non-battered women was exactly the same as for the battered 
women. Although the availability of non-battered women 
presented a wide range of subjects from whom to choose, 
these particular women were chosen based on their close 
demographic similarities to the participating battered 
women, prior to any interviewing based on medical records.
Three of the BW interviewees were introduced to me by 
physicians in the study; whereas, the other BW and NBW
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interviewees are personal friends or acquaintances. Prior 
to this research project, I was acquainted with only one of 
the physicians-respondents who was my family physician at 
the time. This particular physician contacted three other 
physician-colleagues to interview with me on medical records 
in their varying specializations in medicine. Two of my 
personal friends introduced me to two other physicians in 
different types of medical practice. One of those 
physicians arranged for me to interview another physician in 
a different setting. Two of the battered women introduced 
me to their physicians. Without prior introductions, I 
contacted the remaining four physicians based on their 
specialized positions and recognized expertise within the 
medical community. Upon my explaining the purpose and type 
of this research project, they agreed to interview with me. 
One of the physicians in this study introduced me to the 
interns. I had known the medical student prior to the 
present research project. A physician in the present study 
also arranged interviews with a social worker and two 
medical record employees.
However, without a prior introduction, I contacted one 
of the clinical-forensic psychologists who came to my 
attention through my interest in an Oklahoma criminal case 
involving a battered woman who had killed her husband. This
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psychologist testified as an expert witness in that case, 
along with other cases involving battered women. The other 
clinical-forensic psychologist had counseled one of the 
battered women in the present study. In addition, this same 
psychologist also testifies as an expert witness in various 
types of court cases, both criminal and civil.
One of the attorneys in the study was introduced to me 
by a personal friend. An interview with another attorney 
resulted from one of the BW participants. Again, without 
prior introductions, I contacted the other six attorneys for 
interviews based upon their involvement with battered women 
in criminal cases in Oklahoma.
.Emtocol
Battered women. When potentially participating 
battered women were selected, they were well informed as to 
(a) the purpose of the study, and (b) how the information- 
gathering process would be conducted. At which times they 
agreed to being interviewed and having their medical charts 
reviewed for the purpose of this study.
Medical records. After agreeing to take part in the 
study, each battered woman, upon my request, was asked to 
sign an authorization and consent form (see Appendix D) 
requesting their medical records and medical information 
from respective physicians who had treated them. This
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procedure was done with the cooperation of a medical clinic 
that requested all the medical records and where all the 
requested medical records were sent from cooperating health- 
care providers. The physicians and the medical personnel at 
the clinic were not made privy to these records— only myself 
and the women whose records they were respectively. After 
securing it from her family physician, one of the NBW 
participants submitted a copy of her medical chart to me 
directly.
The request for medical records is in keeping with 
Oklahoma Statutory Provisions (see Appendix E) which 
provides that a patient is entitled to see his/her own 
medical records.
Medical health records. For all five women, a total of 
eight medical health records were requested. From those 
eight requests, a 100% response was made from attending 
physicians, hospitals and medical clinics. All of those 
medical records were sent to the cooperating medical clinic.
Mental health records. In addition to the medical 
health records, a total of eleven requests were made for the 
battered women's mental health records. Of those requests, 
four were to counseling centers especially for battered 
women and in conjunction with battered women shelters. From 
those four centers, only one responded (see Appendix F) .
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From a resource center for battered women, the written 
response stated that the center had no record of the person 
whose records were being requested.^ In this particular 
case, the study’s participant had been to the center for 
counseling on a weekly basis for as long as three months. 
Follow-up requests in writing and by telephone received no 
responses.
From the seven mental health clinics that were notified 
for mental health records, four clinics never responded.
One BW patient’s records were sent from two different sites 
by two different counselors, one a psychiatrist and the 
other a psychologist. The patient had consulted with both 
clinicians at only one site, but the two counselors had 
maintained their own individual records for the patient at 
different locations. Thus, the counselors were not privy to 
each other’s records for the battered woman.
One mental health clinic refused to send their records 
to the medical clinic as requested. Only on their 
particular request form and authorization form (see Appendix 
G), and only when the request form was presented in person 
by the patient, would that particular clinic consent to send 
her records to me specifically. Their agreement was with 
the stipulation that the records would remain completely 
confidential from anyone else including the patient herself.
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That is, the clinic relinquished her records to a doctoral 
candidate for research, but would not relinquish, them to a 
staff of physicians at a medical clinic, nor to the patient 
herself as is stipulated and in keeping with Oklahoma 
Statutes (see Appendix E).
The third mental health clinic responded in a letter 
declining to send the patient's record (see Appendix H). 
However, later in a telephone conversation between the 
respondent and her counselor, the clinical psychologist did 
agree, with his patient's permission, to interview with me 
for research purposes concerning his patient. His agreement 
included his referring to the patients' record throughout 
the interview, but would not make it available to me, even 
with his patient' permission.
Procedure. Reviewing the participants' medical charts, 
and always maintaining confidentiality, I consulted with 
various physicians in this study for their clarification of 
medical terms and their meanings, as the physicians 
perceived them to be within the context of the patients' 
charts. With a clear understanding of how the consulting 
physicians interpreted the medical data, I would interview 
with the participants who were directly involved with the 
medical records in question. All interviews with 
participants in this study were audio-taped and transcribed.
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Important to note is that interviews were not always 
limited to one interview session because I was given the 
freedom to consult with the interviewees as additional needs 
arose. This liberty is based upon the rapport established 
with the respondents during our first interview. As a 
result of their willingness to provide data for this 
project, they made themselves available for any follow-up 
questions that I needed answered. In addition, they were 
readily accessible for any clarifications that I requested 
after the initial interviews.
IhteryisK ..Quas-tiong
A set of questions was designed for each category of 
participants and are included in Chapter Three along with 
the results of the study. Because the questions were open- 
ended and designed as only a guide for seeking information, 
they did not necessarily follow a particular order nor were 
they always asked verbatim to each interviewee (see Appendix 
I) . My ultimate objective was to engage the participants in 
conversation for the purpose of gaining meaningful 
information in order to describe how physicians do medical 
records for battered women.
Smmary
An ethnographic/naturalistic research design was 
created in order to address the twelve questions that form
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the conceptual frame for this study. Participants' privacy 
and confidentiality were significant factors in the design 
of this study. Subsequently, important at all times 
throughout the study was the anonymity of interviewees and 
patient records together with interviewees' confidentiality. 
Both the interviewees and the medical records have been 
treated with utmost respect, privacy and priority.
After the research design was created to obtain health 
communication data while protecting the privacy of the 
interviewees and address the questions for the study, 
participants were chosen from personal acquaintances and 
professional referrals. Upon securing consent from the 
participating battered women, their medical records were 
requested from various clinics and hospitals. Although they 
were sent to a cooperating medical clinic, the requested 
records remained unopened until I personally received them.
Interviews were conducted with the participants on an 
individual basis only. At some point, after the initial 
questions were asked, the medical records in question would 
be analyzed respectively and appropriately with the 
interviewees for the purpose of the clarification of 
information and/or for what might have appeared to be a 
contradiction between information from the records and the 
interviews. Finally, the collection of data from
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participants and written texts, comparative analyses of that 
data, together with my field observations, resulted in 
answers to the original questions which formulated the basis 
for this study.
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Chapter Three 
COMPARATIVE ANALYSES OF MEDICAL RECORDS, 
INTERVIEWEES' AUDIO-TAPED TRANSCRIPTS AND 
FIELD OBSERVATIONS 
Based on evidence generated from medical records and 
interviews with physicians, female patients, and other 
persons officially involved with medical records, the data 
presented in this chapter support the two major premises for 
this dissertation. The first premise is that physicians 
generally try to comply with established professional and 
organizational procedures when they attend to medical 
records of battered women. Furthermore, when attending to 
health records of battered women, physicians engage the same 
methods that they practice when attending to health records 
of non-battered women.
The present chapter also shows support for physicians' 
claims that their methods of doing medical records for 
battered women are rational (Garfinkel, 1967). That is, 
their methods for reading and writing medical records are 
recognizable and acceptable inasmuch as their techniques are 
consistent with what other physicians do with and what they 
make of medical records. These accepted techniques allow 
physicians to communicate medical data in a competent manner 
through the use of medical records. Accordingly, as
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GarfinJcel points out, "practices are done by parties to 
those settings whose skill with, knowledge of, and 
entitlement to the detailed work of that accomplishment—  
whose competence— they obstinately depend upon, recognize, 
use, and take for granted" (1967, p. 1) . The results of 
the present research are in keeping with earlier claims that 
Garfinkel describes as "normal, natural troubles" which 
occur "because clinic persons have established ways of 
reporting their activities" (1967, p. 191).
The second premise presented in this dissertation is 
that, by using the methods they do when reporting activities 
in battered women's medical records, physicians believe they 
are doing the right things for the right reasons.
Information extracted from the present data and examples 
indicates that "right" in this sense is based upon the 
professional ethics, education and training of physicians.
In contrast to what some reading audiences deem should be 
the appropriate reporting methods, physicians' sense of 
correctness and accountability is established by what they 
have learned to be the appropriate way to read and write 
medical records as they were taught in their medical 
education and training. These results support Garfinkel's 
(1967) additional claims that "normal, natural troubles" 
occur as the result of individuals acting in compliance with
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organizations whose operating procedures are "more or less 
taken for granted as the right ways of doing things" (p. 
191-192).
The information in this chapter also supports the prior 
assertion that communication among physicians is grounded in 
a medical language which is universal in the medical 
profession. As a result of using medical terminology in 
conjunction with their education and training, physicians 
communicate mutally and exclusively with each other in 
medical settings. Subsequently, evidence shows that when 
conversing with each other personally or through medical 
records, physicians can communicate competently on both 
conscious and sub-conscious levels within the definitive 
contexts and cultures in which medical language is used.
Therefore, within the context in which the records are 
presented, the communication skills described here are 
relative to both the relationships between the readers and 
writers of medical records, as well as between physicians 
and patients. Thus, how physicians write medical records is 
relative to whom they perceive their reading audiences to be 
as to what they write. By the same token, the way 
physicians communicate depends largely on whom they are 
communnicating with and the context in which they are 
communicating. These conditions are in agreement with those
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which have been outlined and described by Basso (1989),
Hymes (1989), Pearce (1977), Philipsen (1977), and Sigman 
(1995). In ths sense, competent communication "engenders 
relational and institutional contexts. . . . Context is not 
extrinsic to the communication process" (Sigman, 1995, p.
81) .
The existing verification of the present claims is the 
result of interviews and relevant textual data collected 
from related patient charts. As previously explained, 
responses given by patients and physicians were compared 
with the respective data from medical records. Based upon 
subjective interpretations of their behavior, participants 
answered open-ended questions derived from the twelve, basic 
research questions which frame this dissertation.
Additional questions were designed in detail for 
specific reading audiences. These specialized questions 
varied according to appropriateness for interviews with each 
participating group (such as physicians, battered women, 
non-battered women, related medical personnel and non­
medical personnel) who, within official capacities, may come 
into contact with medical records. The responses from the 
specialized questions are compared with the corresponding 
medical data in order that ultimately the twelve major 
research questions are addressed.
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While each group of respondents in the study was asked 
basically the same questions respectively, the respondents 
were not interviewed in each other's presence. Further, 
while the interviewees from each respective group were given 
the same situations/problems to address, the interviewees 
were not told the corresponding responses of other 
interviewees from the same group.
The interviews were held at different times and at 
different locales. In the cases when the respondents' 
answers are virtually the same, their responses are 
summarized accordingly; and some answers are quoted directly 
because they most accurately represent the overall responses 
made by concurring colleagues or respondents. By the same 
token, any differing viewpoints are also portrayed in the 
same manner.
Important, too, is that while some of the physicians 
had attended or were still attending some of the female 
patients involved in the study, other physicians were 
participants-consultants who were not involved directly nor 
indirectly with any of the patients in the study.
Regardless of their relationships or lack of relationship to 
the patients herein, all of the physicians remain anonymous 
within the context of this dissertation.
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Because they were open-ended, the questions sometimes 
evoked information pertinent to other questions which were 
part of the research design. For example, when asked how 
they learned to do medical records, the physicians' answers 
at times included references to the purposes of medical 
records, or how different reading audiences other than 
physicians affect the way records are sometimes written.
When such overlapping answers arose, follow-up questions 
encouraged the physicians to continue their line of thinking 
or reasoning in a logically contextual and sequential 
manner. As a result, although all of the design questions 
were asked, they were not always asked in the same order.
Further, open-ended questions also elicited additional 
information that was not part of the design questions. In 
such cases, this newly related information was pursued 
within the immediate interview in which it arose. 
Subsequently, when such information was shown to be 
significant to the present research, questions of the same 
nature were embarked upon in ensuing interviews. The point 
here is twofold in that (a) significant information arose 
from the research design questions which formed the basis 
for additional, related questions in following interviews, 
and (b) in order to simplify the following data for clarity, 
the responsive information has been grouped according to
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topic rather than in chronological order in which it was 
pursued or received. As a result, questions often 
manifested answers that enmeshed with other questions- 
answers of a similar nature; therefore, when applicable, 
such explanations may be repeated accordingly.
Analyses of the resulting data follow.
HQW.Ehysiciang-Do-Medical Records 
When physicians were asked how they learned to do 
medical records, their responses to this question often 
overlapped with questions pertaining to the functions of 
medical records and with questions centering on the effect 
of various reading audiences of medical records. However, 
as previously noted, the responses are dealt with according 
to individual topics rather than being confined to the 
context of a particular question-answer sequence.
Writing the Records
As evidenced within this text, physicians do not have 
classes on how to write medical records per se; nor are they 
taught specific writing skills for entering data into 
medical records. Their training for reading and writing 
patients' charts evolves mainly from (a) classes centering 
on how to do histories and physicals, (b) class assignments 
and exams designed for determining medical diagnoses and 
treatments, (c) class activities and exams designed for
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entering data into and retrieving data from medical records, 
(d) examples set by practicing physicians, and (e) their own 
practical experiences as students and interns, when working 
in hospitals and clinics. These data are shown through the 
following statements and examples based upon personal 
experiences described by respondents in the aforementioned 
interviews.
Education and training. When asked how students are 
taught to write medical records, one physician describes 
personal educational experiences which are expressed 
mutually by other physicians in this study. The physician 
states the following:
I don’t remember receiving any instruction on medical 
records as we know them today. We were taught to write 
histories and physicals. There is a course [in medical 
school] called Introduction to Clinical Medicine and 
this course is directed toward teaching the medical 
student how to appropriately and properly construct a 
written history and physical. I would not equate this 
with medical records. A medical record to me is a 
chronological account of a patient's medical history 
over a period time and not just one simple history and 
physical.
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Another physician from a different medical school 
refers to a course with a similar name, "Introduction to 
Physical Medicine, " which at one time was named 
"Introduction to Physical Diagnosis," wherein students were 
also "taught how to take a history and physical 
examination." Although, not quite sure how much was 
"actually taught or just accumulated over the years" in 
learning how to write medical record, this same physician 
states emphatically that "we were absolutely taught who, 
what, when, where and why; and this is what I am teaching 
students right now; and I tell them they must be 
investigators and find out every aspect [of the patient's 
history and condition]."
Concurring with the physicians' descriptions of 
learning and teaching, a student in the present study, 
relates learning generally about medical records in a 
"clinical skills" class. Having just completed the first 
year of medical school, the student reports that in this 
class, both interviewing techniques and writing medical 
records are taught concurrently in conjunction with patient 
histories and physicals. As explained by the student and 
the aforementioned physicians, the emphasis is on learning 
how to be competent in taking histories and physicals, not 
on writing techniques for the medical records. This is to
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say that one must get the information before being able to 
treat the patient or to record the information.
When asked how students are taught to determine what to 
put into the medical records, the student responds, 
"everything" with a qualifying "relevant to treating the 
patient." Upon further examination, the student explains 
that "relevant to treating the patient" means that "you 
don't put anything that is unnecessary in the record— that 
is, anything that is not pertinent to the patient's medical 
condition."
Presented with the question about whether or not wife 
battering would be entered into the medical record, the 
student replies, "There is a certain way to write that she's 
a battered woman without coming right out and saying so." 
Replying to the ensuing question as to whether or not such a 
method is taught in medical school, the student states:
"No, I'm not taught in school how to enter such 
information, but I sense there is a way; I'm just not 
sure how that's done. I do know that battering is not 
a medical diagnosis, and the first concern needs to be 
with medical facts when entering data into a record.
The information should be objective."
In keeping with the students' statement above, one of the 
physicians in the present study states the opinion that
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"there should be more explanation to medical students about 
what they should write, what they should not write down and 
what they should do in talking with their patients 
concerning these problems." {Recording objective data is 
addressed later in this section under the heading of 
Organizing Data for Medical Records.)
Discussing how students learn to write medical records, 
the student responds that whereas, other classes had been 
taught by "Ph.D.'s in areas of specialties in physical 
sciences and psychology, " the class on clinical skills was 
the only course taught by a physician during the student's 
first year of medical school. As a learning exercise for 
writing medical records, the "professor" would give patient 
information to the students which they, in turn, would 
"write up" for hypothetical patient records which the 
physician-teacher graded. The student further recounts that 
the class "read real medical records as an exercise for 
learning how to do medical records, so we could see how 
different doctors write medical records."
The student's account is in keeping with those of the 
practicing physicians in the study. Although they 
acknowledged having "actually spent quite a bit of time in 
our first year of medical school being taught the techniques 
of the interview, " the procedures used for "writing" medical
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records were left mostly to their own discretion. The 
physicians report that as students they developed their own 
techniques by reading charts and observing how physicians 
had previously entered data into records. Physicians 
explain further that, as students, they learned "how to keep 
medical records from working on the wards and learning how 
to do inpatient medical records more or less from watching 
other physicians."
Such statements concur with accounts made by two 
interns who were interviewed while on rotation in a 
hospital. In response to the question on how one learns to 
write medical records, both interns report that they had no 
specific classes how to write medical records. One intern 
goes on to explains:
I've been taught under one physician to say the 
patient's name, like "Lucretia is a 24-year-old woman 
who fractured her left patella." Okay? And I've also 
been taught to say "the patient is a 24 year old, white 
female who fractured her left patella." Now, it also 
depends if you're working in the emergency room with an 
orthopedic physician. He'll want you to be much more 
detailed as far as the particular fracture. "Is it a 
comminuted fracture?"; "Is it Type I or Type II?"; or 
"Is it just a broken patella?" Okay, so there isn't
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one way to teach it in medical school. We're taught 
the physical diagnosis, what to call it and then the 
different variations are found during our clinic 
experience with the different physicians we are under. 
The intern’s example illustrates two major points.
This report typifies the point made by one of this study’s 
physicians who states that Medical Records is not a class 
that is taught in school. As another physician explains, 
"You leam it starting the third year of medical school.
You start rotating out into hospitals and doctors offices. 
You learn medical records more through trial and error than 
any other way."
The clinical psychologists in the present study 
describe similar experiences. For example, one psychologist 
states:
Actually, in the training itself, there was very little 
focus on records. The records training came during 
practicals and internships when you were actually out 
there, and I found myself doing my records along the 
lines as that of the clinic, the way wherever I was 
working did theirs. . . .  It was a mimicking process, 
no real formal training on records.
The intern's aforementioned example also coincides with 
Warshaw's (1989) perspective of writing models used in
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teaching physicians how to write medical records. Warshaw 
states, "using the standard medical shorthand, which is an 
important shaper of how physicians learn to organize their 
thinking, we see how the subject becomes a mere descriptor" 
(p. 512). Warshaw goes on to point out that the symptoms 
become "foregrounded" and the "physician's note uses the 
passive voice and focuses on the physical trauma" (p. 512).
However, physicians in the present study defend this 
model of writing by stating that, in any medical setting, 
the space allocated for physicians to record information on 
forms (see Appendices J, K, L, & M) is limited just as it is 
for the triage nurse (see Appendix N). Subsequently, 
medical forms and, most especially, emergency room forms do 
not lend themselves to writing extensive descriptions of 
treatment. But, as these physicians state, medical 
terminology does lend itself to both brevity and 
specificity.
The physicians here agree with the claim that their 
notes are centered on "physical trauma," or illnesses, that 
is, whatever medical conditions which bring their patients 
to seek medical treatment. Their opinions extend to 
reiterating their position that their notes' being objective 
does not prohibit them from treating the patient 
holistically. Thus, the physicians here do believe that
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listening to patients' narratives is important to their 
medical treatment. Nevertheless, given a choice based on 
time and space between the subjective and the objective, the 
physicians here also believe that the interest of the 
patients' treatment is best served by recording the 
objective data in the records. (This is explained in detail 
later in the next two sections in Writing Styles and
Q xsiâ iilzlm  Data fgr-Hedical Records.)
The physicians-respondents believe that using "medical 
shorthand" accommodates being able to enter more 
universally, objective and vital information about patients 
in the limited space allowed. In turn, the recorded 
treatment must support the "diagnosis(es)" which, as seen in 
Appendix J, allows only one line which, as with the alloted 
space for treatment, is also limited. Hence, the medical 
terminology and abbreviated forms of writing work 
efficiently within the contraints of both time and space 
allotted on medical forms.
In keeping with the need for brevity and utilizing time 
and space ot their fullest, the medical student relates 
having been taught how to use abbreviations in medical 
charts. When asked for examples, the student's immediate 
recollection is the admonition in class not to use "W.N.L." 
to designate "within normal limits." According to the
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physician-teacher, the reason given for this warning against 
using abbreviations in medical records is that some 
attorneys have interpreted the abbreviation "W.N.L." to mean 
"We never looked." The student emphasizes that this was 
neither meant as a joke by the physician teaching the 
course, nor was it taken as a joke by the students. The 
student gives added examples of abbreviations such as "Hx 
for history, Fx for fracture. Dx for diagnosis, Rx for 
prescription and NKDA for na known drug allergies.
Also pertaining to abbreviations, the student was 
advised further that, just as medical forms are not 
universal,* neither are abbreviations used in medical 
records because different medical settings may use different 
abbreviations for the same things; likewise, various clinics 
also subscribe to different abbreviations. As a result, the 
physician-teacher cautions students to learn the 
abbreviations for each particular setting and use them 
according to where one is practicing. Thus, although 
medical terms are understood across the settings, 
abbreviations may differ from setting to setting, such as 
from one clinic to another, or from one hospital to another.
Writing style. Although writing skills and techniques 
are not taught formally in classes, physicians develop 
distinctive and recognizable styles of writing. Along with
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syntax, detail, description and length, their writing styles 
are characterized also by the specific jargon depicted in 
each medical specialty. Too, the settings or organizational 
contexts affect the physicians styles of writing.
"Style" is referred to more than once when physicians 
talk about reading and writing medical records. Without 
having to refer to the signature of the attending or 
admitting physician's signature, physicians who work 
together in the same hospital or clinic readily recognize 
each other's writing style within the context of a medical 
chart. As an observer, I noticed this on more than one 
occasion when physicians read charts in my presence. For 
example, without being apprised by me or by indication in 
the chart, a physician reading a clinical record referred to 
the attending physician-author by name. When asked how the 
physician-reader identified the attending physician, the 
response was "I recognize the writing style."
Based on the writing style of the attending physicians- 
authors, other physicians also recognize what the 
physician's specialty is from the style of the History and 
Physical. For example, one physician states, "I would 
assume that he [the attending physician-author] was a 
surgeon by this description." The portion of the record 
being read did not show that the physician was a surgeon nor
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was his being a surgeon relative to the particular point in 
question or the medical treatment. As it turned out, the 
physician's assumption was accurate and the assumption was 
based on the particular specialized terms used in the 
record. *
This is in keeping with the intern's earlier statement 
that an orthopedic physician would require certain 
descriptors that another type physician might not. That is, 
a specialist tends to write in the jargon particular to 
one's own specialized field of medicine; nevertheless, the 
terminology is recognizable and understandable by physicians 
in other areas and different specialties of medicine.
When asked if it was at their discretion to choose 
which "style" they prefer from among different physicians' 
examples, the interns answered that they have that choice.
A similar point is made also by one of the interns; that is, 
in addition to emulating the writing styles of physicians 
with whom they work, interns also learn that the Emergency 
Room setting requires a different style of writing. A 
physician needs to be "quite a bit more brief than you would 
be if your were the admitting doctor with this same patient 
because when writing your records, by the situation of the 
ER, you don't have the time to go into such great detail" as 
the attending physician or orthopedic surgeon would if
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admitting that same patient from a clinical setting. 
According to the interns, clinical settings would allow 
physicians to go into much greater detail and description.
The interns' accounts of entering data into records in 
the ER conforms with that of the second-year student. While 
being taught to "put everything" of consequence in the 
patient's record, the medical student also reports having 
been instructed to write in a brief, simplistic manner and 
not to use unnecessary words. The student was "not 
encouraged to write in complete sentences, if anything, 
discouraged" because time and space are of the essence.
That is, words "should be kept to a minimum" by attending 
physicians when writing in charts, and time is relevant to 
the physicians in both reading and writing the medical 
records.
As described earlier in this text, the intern's 
scenario further illustrates the student's recollection 
that, in the classroom setting, the physician-teacher 
emphasized brevity and clarity which are especially 
applicable to notes when written in the ER. This is based 
on the uncertain nature of the emergency room setting which 
prevents a physician from writing an elaborate record due to 
having to attend to unpredictable medical emergencies in a 
timely and professional fashion. Such medical treatment in
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ER requires immediate care of patients with serious 
conditions or potentially life-threatening conditions. 
Therefore, rigid time constraints require that physicians 
focus on treatment more than records. Nevertheless, the ER 
physician(s) must complete the task of tending to medical 
records also. According to the physicians in this study, 
unless a surgical procedure is performed in ER, no narrative 
summary is written in addition to the required forms. Thus, 
when physicians are attending patients in the emergency room 
setting, their writing style can be greatly altered even 
from patient to patient.
Also, as presented above, physicians' styles of writing 
and content address major issues pertaining to Warshaw's 
(1989) inferences when researching the 52 records of 
battered women who were treated in the emergency room 
setting from a two week period. In her research design, 
Warshaw states that the criteria for selection of emergency 
room charts included records of female patients limited to 
any of the symptoms, injuries, illnesses or disorders which 
follow:
explicit mention of having been injured by a 
significant other; evidence of having been injured by 
an unnamed other; injuries described as accidental, 
self-inflicted, or undefined; mention of marital
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difficulties; vague psychosomatic complaints; abortion, 
miscarriage, or premature labor; substance abuse; 
suicide attempts; depression; anxiety; psychosis; panic 
disorder; and post-traumatic stress disorder (p.507). 
Because these same symptoms of battering are described as 
identifying characteristics of battered women throughout the 
medical literature on battered women (refer to pp. 90-91 in 
this dissertation), Warshaw already limited her sample to 
battering based on the information given in the charts that 
she is analyzing for symptoms of battering.
Further, Warshaw states, "Although there appeared to be 
some awareness of abuse by doctors and nurses, this 
information was rarely elaborated or integrated into the 
diagnosis or disposition of the case. In most of the cases 
it was obscured" (p. 514). Although they are not universal 
from one medical setting to the next, the examples of 
medical forms in Appendices J, K & L show that space hardly 
provides for elaboration or patient narratives.
Nevertheless, about her study, Warshaw states the following: 
Dependent variables were derived from three places in 
the charts where information about abuse would 
potentially be recorded: triage nurse's recording of 
the woman's presenting complaint, physician's recording 
of patient's history, and discharge diagnosis. On each
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chart, these three data points were coded for 
explicitness, ambiguity, or absence of information 
regarding abuse. Within each of these categories, 
statements were rated according to degree of 
disembodiement (hit by thing versus by a body part 
versus by a person), and instrumentality (something 
happened to her versus someone did something to her)
(p.508).
The forms in Appendices J, K, and L indicate that the 
space is extremely limited and seems not to lend itself to 
elaboration on the part of the attending nurse and 
physician. Even so, based on Warshaw's own discoveries, the 
battering evidently was not obscured from another physician 
reading the record. In this instance, the physician-reader 
is Warshaw who was conducting the research on the medical 
records of battered women. Warshaw's conclusions about 
patients' having been battered is evidence that Warshaw was 
made aware of the abuse by the way the records were written, 
even though the information was brief. Furthermore, in 
describing her research design, Warshaw states that her 
study was done at a large public hospital where an average 
of 214,000 patients visit the emergency room each year. 
According to Warshaw, patients frequently must wait more 
than eight (8) hours to be seen by a physician. Thus, as
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the student, interns and physicians point out in the present 
study, one can readily understand how physicians must adhere 
to brief and objective data entries when attending medical 
records in the ER setting.
In this particular study, Warshaw also admits that both 
the nurses and physicians did use "indirect means to deal 
with battered women" {p. 514) respectively, such as 
reporting cases to the police and prescribing pain 
medications. Warshaw (1989) adds:
Very few of the medical staff were able to ask the 
direct questions that would have led to more 
appropriate and comprehensive interventions. Although 
gender has been found to play a greater role than 
professional category in attitudes toward battered 
women (Rose and Saunders, 1986), overwork and 
understaffing for both nurses and doctors may have 
overridden what would be expected differences in 
responsiveness.
Nevertheless, these descriptions given by Warshaw 
reiterate the aforementioned salient points about 
physicians’ writing styles and content. The first point is 
that even when rushed for time and writing under hurried 
conditions, physicians' writing styles lend themselves to 
being understood by other physicians in a way that the
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physician-reader can recognize what the attending physician- 
author observed about the patient and how the patient was 
medically treated.
The second salient point is that physicians do not 
discriminate in the way that they write medical records for 
battered women as opposed to how they write medical records 
for other patients. They do tend to follow the same 
guidelines and writing styles for all patients (see Appendix 
I). For the most part, those guidelines and styles of 
writing depend upon (1) how medical student-interns learn to 
write from other physicians, (2) the physician's medical 
specialty, and (3) the setting in which the physician treats 
the patient and writes data in the patient's chart.
Organizing data for .medical records. While writing 
styles vary according to individual physicians, specialties, 
and medical settings, physicians' patterns for organizing 
data are somewhat uniform. In this study, the physicians 
basically use the same methods to differentiate between the 
subjective and objective data by using the same methods. 
Also, by using basically the same procedural steps, 
physicians assess the medical problems which affect patients 
and ultimately decide how to treat patients. Whether 
physicians refer to their methods as the Weed system, 
S.Q.A.P. or by no specific name at all, they generally
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follow the same patterns when treating patients and for 
recording data in medical records.
In conjunction with classroom learning, the medical 
student's description of learning how to enter data in 
medical records is much like those learning experiences 
recalled by practicing physicians in the study. One of the 
physicians reports having been taught "very formally what is 
known as the "Weed system" of medical record keeping, while 
another one reports the inherent problems of the Weed system 
used in reporting data into medical records.
The second physician relates much the same criticism of 
Weed's system as Weed himself stated. Weed (1971) 
criticizes the field of medicine for not having a body of 
literature on how to structure the medical record, 
particularly progress notes on long-term problems. Since 
that time, little has been done to remedy the omission of 
communication (Katz and Woolley, 1975; Pagano, 1992), which 
Weed (1971) pointed out as being the basis for on-going 
quality health care including clinical investigation, 
research and medical education.
Physicians state that the Weed system is a forerunner 
of 5.0.A.P. which some of the physicians in this study state 
they practice. Although some others might use the S.Q.A.P 
method, they do not mention using this or any particular
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format. Without being prompted, some of the physicians 
explain that "soaping the medical record, [a method] started 
in the early to mid-70's, is the way we were taught to do 
the medical records." As with the practicing physicians, 
the medical student also reports having been taught "to 
write down as much as you can, as fast as you can, and put 
everything into the S.O.A.P. formula." The student explains 
its meaning in the same way as described by the practicing 
physicians.
One of the physicians states that the "S.O.A.P. method 
is for writing progress notes almost exclusively, [used] to 
include the relevant positives and negatives in the 
Subjective and Objective categories and then make an 
Assessment and report a Plan."
When volunteering hypothetical examples of subjective 
and objective data, another physician unconsciously refers 
to "S.O.A.P notes":
Subjective: What is the patient saying today?
"My stomach hurts, my head hurts, I feel good, my heart 
flutters," and I just basically write down what the 
patient's complaints are that day. That's the 
Subjective.
Then Objective, which is the "O" in S.O.A.P., is 
what I find. What does the heart sound like? What
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does the patient do when I push certain places? What 
do the ears look like if the ears are sore? And then I 
also include lab in that. What did the cardiologist 
say? What does the EKG show? What does the x-ray 
show?
And then "A" is an Assessment. What do I think is 
wrong with this patient? (1) Anxiety (2) Pneumonia (3) 
Constipation. For example, I list them.
And "P" is my Plan and I list in order what I am 
going to do. I'm going to give Milk of Magnesia for 
the constipation. I'm going to increase their heart 
medicine for the arrythmia, whatever, and then that's 
how I write my progress notes everyday.
Admitting that "S.O.A.P. is a "decent format," one 
physician states that its weakness is that it does not 
provide for any follow-up. For example, the plan may 
provide for a blood test which the physician orders and 
which may require another patient visit. However, when 
patients do not return for the follow-up, no provision is 
made through this method to revisit the chart "to see 
whether your assessment and the acts that you took had any 
resulting effects." This assessment reiterates on Weed's 
(1971) criticism of how medical records are attended to in 
general.
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When talking about "soaping the record," physicians 
stress the difference between "subjective" and "objective" 
data. As a result, when discussing the "subjective" cind 
"objective," the physicians elaborate on how they view these 
two types of information in the medical records. As one 
physician explains:
The subjective is what you [the physician] are told by 
the patient or by the nurses, information that you've 
gathered, but that you can't necessarily personally 
attest to. The objective part is those things that you 
can say "Yes, I know this to be true."— like vital 
signs, abnormalities on the physical examination or 
normal parts of the physical examination and lab work 
and x-rays and all that.
This is a significant argument in relation to the example 
that Warshaw (1989) uses from the record where she reports a 
physician having stated "hit on left wrist by a jackhammer" 
(p. 512). Because the physician had no way of knowing this 
to be factual, the information had to be taken at face value 
and recorded accordingly. Although the Warshaw's criticism 
is that the physician "used disembodied language to describe 
a traumatic event," the point is as the physician states 
above. The physician-author differentiated for the reader 
know what had been related by the patient and what the
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physician knew based on professional observation, results of 
the examamination, test results, diagnosis and treatment as 
shown in the record. This is an example of communicating 
competently with the the diverse reading audiences, such as 
a physician-reader and with an insurance-reader. 
Respectively, both could glean the necessary information 
needed for their respective purposes and goals from the 
record.
The physicians also make another distinction between 
what might appear to be the subjective and the objective 
parts of the record. When asked to distinguish between the 
subjective and the objective parts of the file, one 
physician's reply is, "There are the facts and then there is 
the discharge summary." The physician explains that the 
facts are those things described above to be objective, but 
that the discharge summary is the "defensive part" of the 
record. That is, the physician anticipates that the 
Discharge Summary may be read by an attorney, "so I cover my 
back, and make certain things clear that may not be clear in 
the record itself, usually [clarification] has to do with 
the social aspects of the case." (The effect of judicial 
reading audiences is discussed later in the section Reading 
Mdi.eng£.s and Ttielr, Objectives/Concerns- )
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Along this same line. Roach et al. (1994) name the 
social data as one of the four types of data in a medical 
record. The other three are personal, financial and 
medical. In keeping with the physician's statement about 
the discharge summary being social. Roach et al. (1994) 
describe the social data in the record as follows:
Social data includes the patient's race and ethnic 
background, family relationships, community activities 
and life style. It also includes any court orders or 
other directions concerning the patient, and other 
information related to the patient's position in 
society that may indicate a need for special 
confidentiality protection (p.l).
Further, the physician's observation about what 
attorneys attend to also coincides with the attorneys' 
statements regarding medical records. When asked, attorneys 
in this study responded that they read the "admission and 
discharge summary" in a medical record. For any additional 
information regarding the data in a patient's chart, the 
attorneys state that it is necessary to consult a 
physician(s) to "interpret the relevant data in the medical 
record."
The attorneys explain that this is necessary because 
they do not understand the "medical jargon" because medicine
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is not their field of practice nor expertise. That is, the 
physician-expert witnesses are expected to interpret the 
objective medical data from the medical records. In doing 
so, physicians "translate" the medical terminology into 
common lay-terms recognizable by non-medical persons, such 
as attorneys, judges, and jurors, among others. In order to 
perform this task competently, physicians rely upon their 
own areas of specialization, and their common knowledge of 
medicine and its medical terminology which is pervasive 
within the medical profession.
Thus, physicians' differentiating between objective and 
subjective data is much like Pagano's (1992) position when 
he describes the relevant differences between recording data 
and interpreting data into a medical document. Pagano 
states :
The difference between recording what the patient 
reports and interpreting what the patient reports is 
that one who reads an interpretation is not provided 
the same information as the physician-author. 
Physicians-authors need to remember that their 
documents are intended to communicate information about 
a patient so that a reader can understand what the 
patient's problem is and how the physician evaluated 
and assessed that problem. . . . Physicians need to
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recognize that a medical record, even though it is a 
technical, scientific document, still needs to be 
persuasive. A reader, medical or nonmedical, must be 
persuaded that the information contained in the 
document was appropriately obtained, scientifically 
derived and analyzed, and accurately reported (1992, 
pp. 16-17).
According to the physicians in this study, their method 
for making persuasive arguments is done by translating the 
patients' interpretations of their symptoms and medical 
problems into medical diagnoses which provide a foundation 
for particular medical treatment rendered to their patients. 
As the physicians here state, the data in the medical record 
is for accurately communicating the patient's condition and 
treatment to authorized reading audiences, as closely as the 
physician-author can. As was taught them in school and 
their training, these physicians' take the position that 
information based on speculation and heresay is subjective 
because it is grounded in interpretation— whether or not the 
speculations and heresay is by a patient, a nurse, or a 
physician.
Thus, by looking at and recording objective data in the 
record, they present their case, as it were, by 
communicating patient medical data through the use of
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medical terminology. By doing so, they believe that they 
convey their messages through both a common knowledge and a 
common language in a manner commonly understood by their 
anticipated reading audiences for whom they specifically 
write medical records. Relative to the patient's presenting 
complaints, the physicians here contend that the objective 
information is what they discover through such techniques as 
their professional observations, examination results, and 
test results in order to render effective and appropriate 
treatment. These factors are grounded in the physicians' 
expertise from resulting from their education, training, 
experience and the procedures that they use and for which 
they are accountable (Garfinkel, 1967). Therefore, when 
objective data is presented in this manner, these physicians 
believe the facts will support each other and, in turn, will 
be understood by their respective reading audiences for whom 
the data is written.
Summary. The data presented above show that regardless 
of where they attended school, or the type of school 
attended, physicians in this study learned how to write 
medical records in much the same way even though none of 
them had formal classes designed expressly for learning how 
to write medical records. Their experience in learning how 
to write medical records is shared by the medical student
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and by the interns interviewed for this reserach. All of 
the respondents report having been introduced to writing 
methods mainly through classes centering on interviewing 
techniques for patients' histories and physicals, together 
with learning how to diagnose and treat patients' illnesses 
and injuries correctly and appropriately.
In these classes, the interviewees learned how to write 
records by reading assigned sections of charts written by 
practicing physicians. Another method of learning includes 
watching physicians write in patients' charts. Along this 
same line, physicians develop their own recognizable styles 
of writing even though all the physicians here follow the 
same model of writing which is purposely fragmented and 
abbreviated.
The physicians, interns and student here state that 
they learned this model in their training when they were 
taught how to be brief due to rigid time restraints in some 
medical settings and spacial limitations on medical forms.
In order to manage these restrictions, they are taught and 
learn how to write in fragmented and abbreviated forms. 
Although they write in a universal medical terminology, the 
abbreviations they use are not always the same across 
medical settings. The abbreviations are, in fact, left to 
the preference of each medical organization and the
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physicians adhere to the rules of that setting. Even so, 
none of the physicians report that the varying abbreviations 
create a problem in communication between medical audiences.
Because they rely on and report objective data, 
physicians here believe that the abbreviated ways of 
writing, incorporated with scientific data, do communicate 
necessary and accurate information to their readers. 
Physicians further report that this writing technique also 
allows them to convey much more information to their readers 
in a short amount of time and space, than if they were to 
elaborate in complete sentence form and relate detailed 
patients * narratives.
But, in the hospital discharge summaries, which are not 
as restricted as medical forms and ER settings, the 
physicians in this study do write in less fragmented styles 
with far greater detail for the most part as reported by the 
respondents and observed by me. As stated in this section 
and throughout this dissertation, detailed documentation is 
written for their own protection and defense in case of 
litigation or insurance problems. The physicians stipulate 
that this mode of writing is not so much for other 
physicians who read the chart, but mainly for authorized 
non-medical readers.
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These respondents state that they were taught how to 
discern between objective and subjective information and the 
subsequent importance of differentiating between the two 
when writing in medical records. They illustrate this 
point with their explanations of the S.O.A.P. method. In 
accordance, physicians learn how to observe objectively, 
gather objective information and record objective data in a 
patient's chart for the purposes of medical accuracy and 
communication competence. That is, physicians here believe 
that writing in this manner enables the respective audiences 
to read the same meaning intended by the physician-author 
when writing the data in the chart. Therefore, as the 
physicians report, they write in medical terminology in the 
interest of mutual understanding with their intended 
audience based on common knowledge within the context of 
medicine and medical charts.
Critics agree that physicians do write the way they 
have been taught throughout their training. However, 
critics do not agree that this is the preferable method, 
especially in the case of battered women. The major 
complaint is that the physician's passive and disjointed 
language brings to the foreground the injury or illness that 
the patient suffers and the related treatment. In doing so, 
the patient and the issue of battering are left in the
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background. As a result, according to the studies discussed 
earlier, physicians do not always seek information about 
abuse nor do they make battering known in the patients ’ s 
records.
While the physicians are criticized for their brevity, 
one of the same critics (Warshaw, 1989) admits that time 
does not always permit such detailed reporting or detailed 
information gathering. But while Warshaw (1989) states that 
"Dependent variables were derived from three places in the 
charts where information about abuse would potentially be 
recorded . . ." (p. 508), she does not point out that these 
places are sections of forms, which as illustrated in the 
appendices in this study, provide limited space for 
information. Therefore, the limited space, as does the 
limited time, also requires that the record's author be 
selective about the data recorded in the patient's chart.
The physicians in this study are quick to point out this 
added limitation.
Data in this section also brings out that by reading 
the women's symptoms, along with other entries, written in 
the medical records, the referenced reading audiences did 
learn that the women had been battered. Based on the 
evidence in the medical records, Warshaw (1989) actually 
selected battered women's medical records to study for her
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research. Thus, while some reading audiences complain that 
the physicians did not write in such a way as to make it 
clear that patients had been battered, these same readers 
were decoding and addressing such messages written by the 
physicians about battering. Meanwhile, the same critics are 
reporting such messages are not present.
The implication here is that the readers' understanding 
that battering is present in these cases is based on what is 
recorded in the records; otherwise, they could not know.
The sources for battering information in these records is 
from what patients tell the nurse and/or physician, such as 
being "hit on left wrist by jackhammer," coupled with the 
information that physicians record as factual medical data 
as described earlier in this section. Therefore, while some 
researchers state that patients' narratives should be 
included in the records, the records are already revealing 
both the patient's narrative and the medical narrative by 
presenting the subjective data (patient's narrative) and the 
objective data (physician's narrative).
Important to note at this juncture is that the evidence 
in this section supports the assumption that physicians do 
have a way of communicating with each exclusively in medical 
records about patients and their treatments. Physicians' 
method of communication is grounded in their medical
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education and training, and it is processed through mutual 
understanding of medical terminology, definitions and data. 
This communication pattern is demonstrated in this section 
by the way physicians explain that they have learned how to 
write medical records in the same way, using the same 
methods and the same medical terminology no matter where 
they received their training. These communication processes 
seem to be such a part of their cognition, that even while 
some physicians-researchers criticize the methods they were 
taught to use and evidently do use, this group of critics 
does not appear to be consciously aware that, as physicians, 
they continue to communicate competently by using these very 
same communication techniques which they are criticizing.
By consciously or unconsciously utilizing the same 
methods of communication they are criticizing for not being 
effective, the physicians-readers are fully understanding 
the physicians-authors' messages in battered women's medical 
records. That is, as a result of their education and 
training in learning how to write medical records, 
physicians know how to communicate competently with each 
other in medical records by automatically engaging these 
learned techniques. Thus, physicians have a mutual 
understanding of how to communicate effectively and 
exclusively with other. Their ability to communicate with
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each other exclusively accounts for why attorneys and other 
non-medical audiences must engage the expert assistance from 
physicians in order to understand what has been written in 
medical records. Although written in the same language, (in 
this case English), as is spoken by the reader, the same 
language takes on different meanings within the context of a 
medical record or medical setting.
The phenomenon here is that the mutual communication 
styles are so ingrained in the physicians' thinking that 
some physicians-readers state that certain messages do not 
exist in medical records, although they surely must exist in 
order for the physician-readers to criticize what they state 
does not exist. Throughout this dissertation, additional 
data indicates that physicians have a way of communicating 
exclusively and competently with each other through what may 
be referred to as a code, as a result of their medical 
education and training in communicating techniques.
Information in this section also implies that evidence 
does not exists in this section to show that battered 
women's records are written any differently than records of 
patients who are not battered. From all accounts in this 
section and future sections in this dissertation, physicians 
use the same abbreviated, scientific writing styles for all 
of their patients, regardless of gender or abuse status.
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Data in this section do support the premises for this 
dissertation. One of those premises is that physicians 
utilize methods for writing medical records that are 
recognizable and acceptable inasmuch as their writing 
techniques are consistent with what other physicians do with 
and make of medical records. Additionally, data presented 
in this section show that physicians generally try to comply 
with established professional and organizational procedures 
in the way they write medical records.
Finally, the problems shown in this section fit 
Garfinkel's (1967) description of "normal, natural troubles" 
as is shown in the following:
"Normal natural troubles" are troubles that occur 
because clinic persons have established ways of 
reporting their activities; because clinic persons as 
self-reporters comply with these established ways; and 
because the reporting system and reporter's self- 
reporting activities are integral features of the 
clinic's usual ways of getting each day's work done—  
ways that for clinic persons are right ways (p. 191). 
Physicians here report that they do follow the procedures 
they learned in their training and the procedures that are 
outlined by their professional organizations, medical 
settings, and governing agencies.
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Reading- the Records.
Education and training The way physicians learn how to 
read medical records coincides with how they learn to write 
them because the reading and writing learning processes were 
taught and learned simultaneously as have been explained in 
the previous section on Writing the Records. As a result, 
physicians in the present study utilize the same methods for 
reading medical charts as writing them— that is with an 
emphasis on the objective data.
Methods for reading. Thus, routinely accessing the 
objective data in patient records first, physicians begin 
reading the history and physical, next the progress notes, 
and then the laboratory reports such as blood, x-ray, EKG, 
etc. Although these procedural steps may vary somewhat 
depending upon whether the patient's records are from a 
clinic, a hospital or an emergency room setting, physicians 
rely upon the objective data in a medical record, as opposed 
to the subjective data.
In contrast to their non-medical audiences, such as 
attorneys, physicians "speak the same language" based on 
their education and professional training. And, for 
example, just as attorneys communicate in their own legal 
terminology in judiciary settings, physicians' language is 
grounded in medically scientific terms which physicians rely
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upon to communicate competently with each other in medical 
records.
Relative to the objective and subjective parts of the 
record, one of the physicians describes the discharge 
summary as "an outmoded piece of memorabilia from the 50's 
because it says nothing that a competent physician couldn't 
pick up from reading the chart without a discharge summary. " 
When asked to describe how a physician would write a 
discharge summary exclusively for other physicians, one of 
the respondents summarily states that "It would be much 
shorter. I would refer them to the lab tests, for example." 
Then the physician reiterates, "They [physicians] know how 
to read lab tests."
At this point in the interviews, while discussing the 
objective and subjective parts of the records, physicians 
were asked the hypothetical question, "If the attending 
physician for a particular hospital patient moves to another 
city and you take that physician's patient, what do you look 
at in the medical record?"
All of the physicians' responses are essentially the 
same as the following that was given by one of the 
physicians :
You [the physician] should go to the history and
physical and read that, which should give a good, clear
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idea of what the condition, of the patient was and why 
he was initially admitted. From that point, you 
basically take a chronological approach and look at 
each day's progress notes and the orders that were 
written that day and any other objective data that came 
back such as lab, x-rays, etc. Then you should be able 
to piece it together on a day-by-day basis as to what 
was happening to the patient. And, hopefully, the 
doctor, when he left, wrote you a summary, but you 
can't count on that— nor do you really need it."
Some of the physicians in the study were presented with 
a battered woman's ER record where battering is not 
specifically stated, injuries would not be visually apparent 
and did not include any fractures. Instead, the injuries 
were internal. Even so, without being asked about battering 
in particular, the physicians-respondents were able to 
distinguish that, in all probability, battering had taken 
place. This determination was made after the physicians had 
read the history and physical, and the tests results in the 
record. These are the sections where the physicians 
immediately turned to first in the record.
One of the physicians states, "As doctors, we tend to 
be unwilling to take other people's word for the most part
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and we tend to be independent in the choice of what we do 
[when reading a medical record]."
However, when reading a record in my presence, without 
exception, each physician immediately read the sections of 
the record containing the objective data because they do 
"tend to be unwilling to take other people's word" even when 
the other people are physicians. Other physicians who did 
not randomly read a chart in my presence report that their 
immediate reference is to the objective part of the record 
first because essentially that presents "factual data" 
relevant to their immediate medical concerns.
The physicians explain that diagnoses are not 
determined "as if by some magic formula." Instead, symptoms 
are key to proper diagnosis and treatment; thus, symptoms 
are related to cause and effect. Beyond the obvious 
symptoms, such as "beaten to face and head with fist" or 
"blow to head by stick with nail in it" (Warshaw, 1989, p. 
512), physicians here relate that when appearing in the 
emergency rooms, the type of injuries incurred by women 
battered differ from those of non-battered women.
In the present research, the physicians' accounts of 
symptoms are in keeping with those in the literature (e.g., 
AMA, 1992c; Bergman & Brismar, 1991a, 1991b; Goldberg & 
Tomlanovich, 1984; Bamberger, 1994; Reidy & VonKorff, 1991;
100
Roimsaville & Weissman, 1997-98; Saunders et al., 1993; 
Warshaw, 1989). In conjunction with those previously listed 
in this text by Warshaw (1989) , additional symptoms are as 
follows :
Among battered women, the most common injuries are to 
the head, face, neck, breast, or abdomen, whereas 
accident victims have peripheral injuries more often.
. . . Common injuries that may be permanent in nature 
include burns, loss of vision or hearing, bite and 
knife wounds, and damage to the joints. Temporary 
injuries most often are fractures, black eyes, 
lacerations, contusions, and concussions. . . . 
spontaneous abortions . . . past suicide attempts 
(AGOG, 1995, p. 2).
Also mentioned in this study are certain "personality 
traits" that physicians have come to recognize when treating 
battered women in emergency rooms, as well as in the 
clinical and hospital settings. Such characteristics 
referred to by the physicians include evasiveness, 
embarrassment, anxiety, fright or shyness. The literature 
(e.g., Billy, 1983) supports these observations and adds 
passivity and crying to the list. While these last two 
mannerisms are not mentioned by physicians in this study, 
they are in keeping with their observations.
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Physicians in this study describe recognizable symptoms 
most commonly reported by battered patients when reporting 
to clinics and emergency rooms as the same reported in other 
studies. (e.g., ACOG, 1995; Drossman et al., 1990; 
Hamberger, 1994; Saunders et al., 1993). In keeping with 
the literature (ACOG, 1995; Drossman et al., 1990; Gayford, 
1975; Gin et al., 1991; Hamberger, 1994; Hilberman, 1980; 
Jaffe, Wolfe, Wilson, & Zak, 1986; Saunders et al., 1993), 
physicians in the present study also report that battered 
women may have a history of attempted suicide or presently 
contemplating suicide. Also, as stated in the literature 
above, the physicians here report that battered women make 
frequent clinical visits resulting from somatic complaints, 
in addition to physical injuries. These complaints include 
"headache, insomnia, choking sensations, hyperventilation, 
gastrointestinal symptoms, and chest, pelvic and back pain" 
(ACOG, 1995, p. 2) .
The medical records of the battered women in this study 
reflect the types of injuries and the somatic complaints 
mentioned above, including considerations of suicide.
Further, while not any one battered woman's record showed 
all of the above complaints, all of the battered women's 
records showed a combination of the complaints. As the 
physicians examined the medical records, they recognized
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these as discernable symptoms of battering. In conjunction 
with this type of recognition, the physicians state that 
they analyze the symptoms of their own patients in the same 
manner, and act in accordance with the given and individual 
situations.
Therefore, when the symptoms of the presenting 
complaint are not in agreement with the patients' 
explanation for the cause of the presenting complaints, 
physicians can determine that whatever happened to 
precipitate the patient's medical visit, the physical 
symptoms do not support what the patient is stating as the 
cause. By the same token, patients can mislead physicians 
when the patients' reasons for their presenting complaints 
do not contradict the medical facts. For example, if a 
patient states that she has incurred a fracture from falling 
down the stairs and the physician knows that the type of 
existing fracture could not result from a fall, then the 
physician questions the cause as it is presented by the 
patient. That is, the symptoms do not support the stated 
cause. However, if the patient's husband pushes her down 
the stairs and she incurs a fracture as a result of the 
fall, the physician then questions only the cause of her 
fall because the injury is in keeping with the reason given 
for the injury. That is, cause and effect are in agreement.
103
Even so, at this juncture, the physicians (according to the 
respondents here) simultaneously look for symptomatic 
characteristics in her demeanor, such as evasiveness, fear, 
etc., which might be revealing relative to the circumstances 
that might indicate how the fall was incurred. Thus, the 
patient helps determine how much information will be 
afforded the physician in an effort to administer medical 
treatment.
Summary. Physicians are taught how to read and write 
medical records concurrently because the same method is 
essentially used for both. That method encompasses 
physicians' looking at the objective data in a record in 
order to gain medical information and to make informed 
medical decisions based on that information. Subsequently, 
they believe objective medical data is absolutely necessary 
for them to diagnose and treat any patient including 
battered women. Therefore, when reading medical records, 
they do not look at conclusions drawn from another physician 
until they look at the objective data in order to form their 
own conclusions or diagnoses. Hence, the concept of a 
"second opinion" is fashioned in this same manner. Not only 
do physicians state that this is the procedure that they use 
when reading medical records, but they demonstrated this 
same behavior when reading patients' charts in my presence.
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The physicians here freely admit to preferring the 
objective data over relying on someone else's word, even if 
the someone else is physician. Nor do the physicians 
believe that other physicians-readers need to rely upon 
their word as physicians-authors of the medical record.
They believe that relying upon the physician-author's word 
is necessary because physicians do know how to read 
objective data, as expressed by the physicians in this 
study.
Again, the data reflects, as with writing medical 
records, physicians-authors sometimes communicate 
exclusively with physician-readers in medical records. This 
is because they read records just as they write them, and 
that is by utilizing their medical knowledge and expertise 
with medical terminology. While some medical charts read 
the same to non-medical audiences, physicians can 
immediately make the fine distinction between varying 
symptoms which appear to be the same to a non-medical reader 
or vice-versa.
Along this same line, physicians in this study are able 
to read symptoms of battering. Therefore, they do not need 
to be told by a physician-author that battering is present 
as their critics suggest that they should. If the 
physician-author wants the physician-reader to know any
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information, the medical data will make the point. On the 
other hand, sometimes the symptoms will stand on their own 
merit and reveal battering to a physician-reader through 
medical data. In the latter case, the data will still be 
objective. As is pointed out in this section, physicians 
base their impressions on objective medical knowledge even 
when they suspect battering rather thsin on subjectivity, 
such as what someone might have said. Just as with any 
disease or injury, battering has denotative symptoms, and 
physicians respond to those symptoms and tests results, such 
as X-rays.
However, even though physicians can diagnose battering, 
it is not something that they will always put in the record 
if their patients do not admit that battering is present. 
Battered women do not always admit that they are being 
battered, just as other non-battered patients do not always 
admit to certain behaviors that physicians believe are 
present with them. Nevertheless, in both cases, whether 
battered or non-battered patients, physicians base their 
professional opinions and their entries on objective data 
whether they are reading or writing a medical record.
As brought out by the physicians in this study, they 
are not as dependent on summaries as other non-medical 
readers may be or even as much as their physician-critics
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who as researchers state that physicians need to add more in 
their summaries about battered women and the details of 
their battering. Physicians in this study state that they 
would shorten summaries if they have their way, but do not 
because they need documentation in case that problems should 
arise involving their patients and their records. By the 
same token, the physicians here state they do not have a 
great need for summaries; instead their need to practice 
effective medicine lies in being able to read a medical 
chart's objective data. As one physician states, all 
physicians know how to read read lab tests and by the same 
token they also know how to read medical data when it is 
grounded in objectivity.
As in the case of writing medical records, the 
information discovered here also implies that physicians can 
understand medical data that they read in medical records; 
whereas, non-medical audiences cannot. Or in cases where 
non-medical audiences recognize the terminology, the 
meanings will not remain constant across the contexts. 
Therefore, recognizable words will not make the same sense 
to its non-medical reader of a medical record. Thus, based 
on their knowledge and expertise, competent reading 
audiences are limited to those who can decode the messages 
written by physicians for physicians in the medical records.
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The information gathered for this section on reading 
the records shows that physicians in this study do not share 
the opinions of their critics who want more narratives about 
battered women and their circumstances in order that the 
reader can understand more and understand better. Regarding 
this issue, physicians here do not limited their opinions to 
only battered women when they state that they would prefer 
that narratives be shorter. They are referring to all 
patients. These physicians go so far as to state that if 
they did not have to have the documentation to safeguard 
against insurance and legal matters, narratives could be 
shortened without losing any significant information. They 
base their opinion on believing that physicians deal mainly 
with objective medical data and they know how to read that.
As with the information about how physicians write 
medical records, the information presented here on reading 
medical records also fits into Garfinkel's (1967) 
theoretical framework on normal, natural problems. Data 
here also support the premises of this dissertation that 
physicians here believe that they are doing what they are 
supposed to be doing even though their critics disagree. 
Additionally, once again information here does not support 
the theory that physicians treat the medical records of 
battered women differently than other patients.
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QbtAinlngL Data for the Records
Physicians interview patients in order to generate 
accurate and relevant information related to their patients' 
medical conditions for the purpose of administering 
appropriate health care and medical treatment. In doing so, 
physicians sometimes have to overcome three major 
communication barriers which include (1) patients' 
intentionally or unintentionally withholding from their 
physicians valuable information related to their conditions, 
(2) patients' purposely not telling the truth to the 
physicians, and (3) terminology between physicians and 
patients does not always convey the same meanings.
In the present research, physicians report that they 
try to overcome these communication obstacles by (a) asking 
open-ended questions which require patients to give 
descriptive answers, (b) asking a variety of questions 
designed to elicit the same answers (c) asking questions 
which in and of themselves do not indicate what specific 
information the physician is seeking, (d) asking no leading 
or judgmental questions, and (e) building trust between the 
patient and physician in order that the patients will 
confide in their attending physicians and continue to seek 
needed medical attention. Therefore, important to a 
patient's medical treatment and health care is the
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physician's ability to phrase questions in terminology that 
patients can clearly understand, and to ask open-ended 
questions designed to elicit specific types of information.
Physicians!_interviewing techniques. As previously 
stated, some of the physicians describe themselves as 
investigators who must not let their own perspectives or 
their interpretations of language get in the way of
understanding what their patients may or may not be saying.
An example for physicians' need to be "doctor-lawyer-judge- 
detective rolled into one" is depicted by a physician who 
described the following experience when working in ER:
I had a woman who came in and who looked to me to have 
signs of chronic alcoholism. I asked her in the course 
of the history, "How much do you drink?", as I ask
everyone. She said, "One beer a day." I looked at her
and it just didn't tally. So I said, "How big?" She
said, "42 ounce." It made me realize when I say "one
beer a day, I am thinking of a can of beer. Someone 
else is not.
At first glance, this might appear to be more pertinent 
to interviewing techniques than to writing techniques for
medical records. However, in this study, physicians
repeatedly make the point that such distinctions have to be 
made because accurate, objective information must first be
110
obtained from the patient in order that accurate, objective 
information can be entered into medical records. And, as 
they stipulate, most important to the physicians is that 
their patients get the appropriate treatment related to 
their health needs. This perspective coincides with Pagano 
(1992) when he states that information in the medical 
document should reflect that it has been "appropriately 
obtained, scientifically derived and analyzed, and 
accurately reported" (pp. 16-17).
Along these same lines, Warshaw (1989, p. 514) relates 
an incident about a resident who asked Warshaw "to see a 
woman who had pain and redness under her right ear" because 
the resident admitted to being unable "to figure out what 
might have caused these physical findings." Warshaw states 
that she entered the room, introduced herself, and asked, 
"Did someone hit you?" After only a moment's hesitation, 
the patient answered "yes." When the patient was 
interviewed further by Warshaw about who had hit her, the 
patient told the physician that her boyfriend had. At which 
point, Warshaw asked the patient why she had not told the 
other doctor.
The patient answered, "He didn't ask."
The resident defended himself by stating, "I did ask.
I asked if there had been any trauma."
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This scenario brings three significant points into 
focus. The first is that the medical terminology used by 
the intern in this instance gets in the way of the patient's 
understanding. This yields to the position that the 
physicians in the present study take when they state that 
the health-care provider needs to probe as to the meaning of 
terminology used by patients and, in turn, use terminology 
that is understood by the patients. According to these 
physicians, connotative terminology is then translated into 
medical terminology in the medical record for the purpose of 
universal understanding among the medical profession who 
read the patient's chart.
On the other hand, based on her description of an 
ensuing discussion with the intern, Warshaw (1989) does not 
express a concern about the technical terminology preventing 
the patient's understanding of what was being asked.
Instead, Warshaw's expressed concern is about the intern's 
terminology inasmuch as the "use of technical language 
protected him from having to face the discomfort of asking 
direct personal questions." Even though the patient admits 
that "she had not wanted to initiate talking about being 
hit" (p. 514), we cannot be certain that the patient 
intentionally withheld valuable information from the intern; 
or, if instead, the patient simply could not answer the
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question as she did with Warshaw because the patient did not 
have a working definition of trauma in that situation. In 
either case, according to Warshaw's account, the intern did 
state that "he had not felt it was his place to ask such 
sensitive intrusive questions about her [the patient's] 
personal life" (p. 514). Warshaw's focus here is on the 
intern's not feeling comfortable in asking the personal 
question.
Relevant to this point, Richard Jones, physician and 
past president of the American College of Obstetricians and 
Gynecologists states that even though physicians find asking 
about domestic violence is difficult, the same physicians 
can "probe into their patients' bowel habits, sexual 
function, and menstrual history," (cited in Bates, 1996, p. 
12) .
The second point in the above interaction (Warshaw,
1989) focuses on health-care providers' ability to recognize 
the symptoms of battering, and then their ability to 
successfully approach the possibility with the patient. The 
intern could not "figure out what might have caused the 
these physical findings [pain and redness under her right 
ear]" (p. 514). But in the conference later between 
Warshaw and the resident, the resident also discloses that 
he was troubled about how Warshaw framed the question, "Did
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someone hit you?". The intern states that he was neither 
familiar nor comfortable with the manner in which Warshaw 
had addressed the questions to the battered patient.
Physicians in this study share the intern's concern 
about the way that the question was presented in the above 
Study. Their position is in agreement with Stark et al., 
(1979) and Hamberger (1994) . Hamberger states:
Whether diagnosing or screening for abuse, the first 
step is to ask about violence in the woman's 
relationships. How this question is asked and how the 
physician responds to reports of violence can be 
important determinants of the patient's willingness to 
acknowledge abuse. In general, the more such 
questioning is integrated into the routine physician- 
patient interview, the better. Asking questions about 
specific events rather than using global, emotionally 
loaded terms such as "abuse" or "violence" is more 
likely to generate a positive response. For example, 
asking, "Has you husband ever abused you?" would elicit 
little response" (p. 32) .
Instead of an approach such as the one above or that of 
Warshaw's, Hamberger (1994), as do the physicians in the 
present research, recommends "proceeding from questions 
about general relationship issues [such as mentioning that
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most couples argue from time to time and express bad 
feelings] to focus on specific aggressive acts of increasing 
severity [such as asking if the patient ever feels afraid 
when arguing with her husband]" (p. 32). This interviewing 
technique is referred to as funneling. And this is the 
technique recommended by the physicians-respondents here.
The physicians in this study also caution that even 
questions of this nature cannot always be asked during the 
first consultation(s) with patients. The physicians- 
respondents believe that in some cases the patient's trust 
must be secured before the physicians can openly approach 
and discuss battering. Hyman et al. (1995), as do McLeer 
and Anwar (1989), share the physicians' belief that battered 
women place a high regard on a trusting relationship with 
their physicians. This is also substantiated by the 
battered women in this study.
However, as the physicians, social worker and battered 
women respondents in this study point out, clinicians can 
ask and probe in a number of ways, but it does not always 
result in the patient's telling the truth, even when 
confronted by the suppositions of the clinician. An example 
in the present research is that of a battered woman who 
states that her husband had ruptured her eardrum on three 
different occasions over a period of years, but no matter
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how much the physicians inquired, she never told the truth 
about how she incurred the injury.
Each injury was the result of her husband's hitting her 
with an open hand and each incident occurred at night. As 
painful as the earaches were each time, she never went to 
the emergency room at the time she was injured. Instead, on 
each occasion, she waited until the next day; and she always 
went to a different EENT physician whom she did not know. 
Each time she made up a story regarding how each injury 
occurred. Because she did not want this to be part of her 
"permanent record," she never filed an insurance claim, but 
would pay by cash or check. Nor did she want her family 
physician(s) to know "because they might suspect the real 
cause of a reoccurring injury to the same ear."
The respondent admits that each of the three physicians 
continued to question her about how this injury occurred.
The woman states that she "knew" they did not believe her, 
but she "stuck" to her story. Even when the third physician 
went so far as to ask her if her husband was around when the 
"accident" happened, she admittedly continued to lie to him. 
She told the physician that she was alone at the time of the 
injury.
During the follow-up exam, that same physician 
reiterated questions from the previous visit and the patient
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continued to lie about the causes and circumstances of the 
accident. However, her medical records from this physician 
reflect only the type of injury, treatment, medication, 
results of the hearing tests administered and notes on the 
follow-up treatment. None of her medical records from any 
of those physicians make reference to the doctor-patient 
consultations nor the cause of injuries. She makes the 
point that even though none of these three physicians had 
ever treated her before or knew her, all them tried to get 
to the facts. However, according to the BW respondent, to 
tell them the truth would be counter productive to her 
reason for going to them in the first place and lying to 
them. She states that she did not intend to expose her 
husband's abusive behavior to anyone, including physicians.
On another occasion, this same patient waited to see a 
physician until the next day after her husband hit her in 
the eye. When he hit her, her husband's ring cut the iris 
of her eye, "missing the pupil by a hair" according to the 
physician. The physician explained that although the injury 
was serious and would take sometime to heal, she was lucky 
that the cut had not caused permanent blindness. She did 
not tell the physician the truth about how the injury 
occurred. The incident happened when she and her husband 
were on an out-of-town trip, so "it was very easy to find a
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doctor who did not know us and I did not have to be 
concerned about word getting out." Not only did she wait 
until the next day to go a clinic, instead of an emergency 
room, but she drove herself, even though she had to drive 
with one eye closed on the way to the clinic and with one 
eye bandaged on the way back to the hotel. She related that 
driving under those circumstances was extremely hazardous 
and was almost as traumatic as the injury itself. But 
because she did not want to involve some one else in this 
incident, she would not ask anyone to drive her to the 
medical clinic.
When this anonymous patient's records were presented to 
other physicians in the study, they detected that she 
probably had been hit by someone in each instance, "most 
likely her husband." They "read" this more from what the 
record did not contain than what it did contain. Their 
observations are based on objective data which include (1) 
the severity of the injury which had not been treated in the 
emergency room at the time when it was inflicted, (2) the 
physicians' not reporting a reason for the injuries, (3) her 
not being referred to the EENT specialists by her own 
physician or an attending ER physician, especially since 
each of the EENT physicians practiced in another city from 
where the patient lived.
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Important to this case study is that the battered woman 
did not go to an ER but, instead, waited until the next day 
to seek medical treatment. Three of the battered women in 
this study state that they never went to the emergency room 
for injuries incurred by their husbands’ violent behavior. 
Instead, they would wait until they had gained their 
composure and had "made up what I was going to say." They 
also state that they would make sure not to have a physical 
checkup for any reason with their regular physicians if they 
had any type of unusual bruises or injuries which resulted 
from their husbands' abuse. Their position substantiates 
that of OB.GYN. physician Jones (cited in Bates, 1996).
Bates advises that if physicians are waiting to see injuries 
before asking questions, they will miss the majority of 
cases. He states, "Women specifically won't come to see you 
when they have bruises" (as cited in Bates, 1996, p. 12).
Physicians in this study state that battered women lie 
about their injuries/illnesses and they lie for different 
reasons, just as other patients who are not battered lie 
about their injuries/illnesses to their physicians.
According to the physicians and the women interviewed in 
this study, non-battered women lie for different reasons, 
too. Two of the NBW state that they do not recall ever
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lying to a physician, but the other three recall lying on 
different occasions for different reasons.
One of the reasons for their lying was for the purpose 
of not endangering their insurance coverage. Subsequently, 
they would pay cash for various medical services rendered by 
physicians other than their own family/regular physician, 
for procedures that they did not want to be forwarded to 
their insurance companies. Some lied for reasons of a 
personal nature involving moral behavior or value judgments 
that they did not want to tell their physicians. Another 
reason for lying was to protect the identity of another 
person. By their accounts, the reasons that the NBW give 
for lying are comparable to the reasons BW give for lying.
But their dishonest behavior, as described by both the 
BW and the NBW, was based on reasons unrelated to the 
behavior of any physicians involved directly or indirectly 
in these cases. This is in keeping with Cicourel's (1983)
argument which is that "patients use a particular or 
restricted semantic domain to represent the beliefs they 
employ and create about their illness. These beliefs often 
run counter to the doctor's views (p. 223)."
In the present study, health-care providers state that 
important to treating battered women, as when treating any 
patients, is that a physician builds trust and confidence
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through establishing a rapport with the patient and this 
comes over a period of time, not in a first-time visit. As 
one physician explains, "you keep asking the same questions 
and getting the same answers until somewhere along the way, 
because your patients trust you and because sometimes they 
change their thinking, they give you different answers— the 
real answers."
Believing that this does not usually happen in the 
first visit, physicians agree that one must be "careful" not 
to offend patients so they continue to get medical 
treatment. One physician explains, "At least they are 
receiving medical treatment for physical problems until you 
can get them to talk about any other problems that might be 
adding to the physical ones."
While some physicians and researchers (e.g., Beauchamp 
Sl Childress, 1989; Hyman et al., 1995; Lo, 1994; McLeer & 
Anwar, 1989)agree with the above physician in this research, 
others (Anspach, 1987; Kleinman, 1988; Mishler, 1981, 1984; 
Schütz & Luckmann, 1973; Warshaw, 1989; Williamson, Beitman, 
& Katon, 1981) maintain that this type of behavior on the 
part of physicians attends to the medical problems, but 
ignores the lifeworld facts and problems which are the cause 
of the medical problems. Warshaw (1989) states:
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By reducing the battered woman's lived experience into 
medical facts and not acknowledging the feelings they 
avoid by doing so, medical staff inadvertently recreate 
the abusive dynamic between themselves and their 
patients. . . . The dynamics of an abusive relationship 
are recreated in an encounter in which the subjectivity 
and needs of the woman are reduced to categories that 
meet the needs of another, not her own, a relationship 
in which she as a person is neither seen nor heard (p. 
512-513).
Battered women's reasoning about management of 
interviews. Observations such as these do not address the 
problems created by patients, including and, in this case, 
most especially battered women, who lie to their physicians 
based on their individual needs to do so, as in the examples 
given here. While Warshaw does not confront the problem of 
battered women's lying to their physicians directly, she 
does state, "The abused woman's ongoing need to distort her 
sense of reality in order to survive the pain of abuse is, 
as can be seen in these records, reinforced by the demands 
of the medical encounter" (1989, p. 512).
Warshaw's statement is reminding of Tsuda's (1986) 
following position:
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We participate in social life by unconsciously 
accepting a set of assumptions about reality, and 
perform certain ways of life prescribed in the society. 
These sociocultural assumptions and prescriptions are 
rarely subjected to public scrutiny. Rather, they are 
instilled into the minds of people through various 
stages of socialization. Once internalized in the 
minds of people, those assumptions and prescriptions 
are objectively difficult to recognize and even more 
difficult to call into question. This is the case 
despite the enormous constraint these assumptions and 
prescription may impose upon the people's thoughts, 
emotions, and behavior (p. 15).
While Warshaw is directing her observation toward 
health-care providers, most particularly physicians, she 
does not apply the same principle to battered women. As 
reported throughout the present research, physicians 
recognize the enormous difficulty of persuading battered 
women to reassess their faulty assumptions which are the 
product of their cognitive processes as Tsuda describes.
This study's physicians explain that their short term 
goals are to treat the battered women's immediate physical 
needs. The physicians' long term goals are to continue their 
efforts in helping battered women change their faulty
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thinking about their batterers’ behavior and their 
unhealthy, battering environments, in order to alter the 
victims’ dangerous and unhealthy environments. No where in 
this Study do physicians present themselves nor their 
attitudes as being indifferent or uncaring toward the 
battered women’s circumstances. On the contrary, the 
physicians here report that they continue in their efforts 
to help battered women escape from their own mindsets, as 
well as from their battering partners.
Examples of their efforts are presented throughout this 
text and substantiated by the battered women. One of the 
battered women in this study explains:
Even though family, friends, doctors, and nurses keep 
telling you that you should get out before he kills 
you, you keep staying because you believe that he will 
change. Then suddenly, an additional attack triggers a 
different reaction, and you finally realize, without 
anyone telling you, that if you don’t get out, he is 
going to kill you. At that point, what everyone else 
has been saying begins to make sense for the first 
time. But before you get to that point, no one can 
make you understand. It is much like the "Ah-ha!” 
reaction when the proverbial light bulb finally comes 
on.
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This account coincides with Browne's (1987) description of 
battered women's thinking until they finally decide to 
leave. As an example, Browne quotes a battered woman as 
saying, "In an odd way, you attempt to protect your sanity 
by denying your own reality" (p. 53) .
A more graphic illustration of this same way of
thinking is in the following case study (Johnson, 1989). 
While still in a thirteen year marriage with an abusive 
husband, a battered woman was brought into a hospital 
emergency room, as numerous times before. The medical team 
of physicians and nurses worked putting her eyeball back 
into its socket, setting her broken shoulder and treating 
the multiple knife wounds all over her body. Knowing the 
patient and her history, one of the physicians told her that 
the next time she was brought into the ER, he would have to 
tell the attendants just to wheel her on back to the morgue.
Something "cracked" with the physician's statement and by
her own admission, the patient was never the same again.
She states that she suddenly valued her life more than her 
husband or their marriage. Although physicians and nurses 
had counseled, advised and warned her throughout thirteen 
years of medical treatment resulting from her husband's 
brutal battering, she could not change her behavior until 
she changed her thinking.
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As Tsuda (1986) points out, changing assumptions that 
have been internalized over a period of time is difficult, 
especially when the persons who have the faulty assumptions 
do not recognize a need to change their beliefs. The 
reports in this study and the reviews of literatures concur 
that not all battered women reach such a point in the same 
time frames. While some leave their spouses early on in a 
battering relationship, some never leave and others are 
killed before they can leave.
Three of the battered women in this research state they 
told no one about the abuse because they "knew" that 
everyone would try to convince them to leave. They report, 
"I had no intentions of leaving." One of the battered women 
who has been married over twenty years states that she will 
never leave. Instead, she recently told her husband that if 
he ever hits her again, that she will kill him. As a result 
of her promise, the woman believes that if he does attack 
her again that he will either kill her, or she will kill 
him. Her "reasoning" is that if she tried to leave, either 
one of two things would happen. She would have to leave her 
home, which is a farm she inherited from her parents, or her 
husband would kill her if she tried to keep her home and 
land by divorcing him.
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She freely admits that her family physician, along with 
previous counselors and psychologists referred by her 
physician, have consulted consulted with her about altering 
this dangerous and volatile situation, but as she states,
"My mind is made up. A divorce is out of the question."
This situation is much like what Walker (1984) reports 
from her study of 435 battered women. Hearing about how 
close women came to being killed on more than one occasion, 
the women were asked directly about their perception of the 
high risk of lethality. Three fourths of the women surveyed 
believed that their batterer would, or could kill them and 
half of the women believed that they might could or would 
kill the batterer. Further, 87% of the women believed that 
if someone died in a battering situation, it would be the 
they, the battered women, who would die. This study 
indicates that battered women, as the one just described 
here, are aware of the lethal danger they are in; however, 
this knowledge does not always deter them from staying with 
their batterer. Their logic stems from their invested time 
and property, acting in the interest of the family unit, or 
the fear that if they leave, they will surely be killed.
This is the case as expressed here. After years of 
treating the woman in the above case, the physician 
continues trying to "reason" with the patient and her
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husband whom the physician also treats. However, the 
medical records do not reflect the physician's efforts nor 
genuine concern as expressed by the physician in this case 
over both of these patients, the battered and the batterer. 
In agreement with Beauchamp and Childress (1989), McLeer and 
Anwar (1987), and Sassetti (1993), Hyman et al.(1995) also 
state:
According to the ethical guideline of respecting 
patient autonomy, competent, informed adults have the 
right to act in accordance with their values, goals, 
and life plan. . . . The vast majority of battered 
women make rational decisions that others would also 
make, given similar circumstances (McLeer & Anwar,
1987).... Battered women need to reclaim their own 
sense of control, and it is the clinician's role to 
facilitate this process. Thus, paternalistic 
requirements to report domestic violence may be 
particularly detrimental for survivors. They 
perpetuate harmful stereotypes of battered women as 
passive and helpless, interfere with self- 
determination, and may revictimize battered women, by 
controlling decisions in their lives (p. 1785).
Although these statements refer to state laws which require 
that physicians report battering to the authorities, this is
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the same position that some of the physicians in this study. 
They believe that battered women^s desire for privacy and 
autonomy is to be respected. The physicians here think that 
their patients need to have some voice as to who knows about 
the battering. The physicians further believe their patients 
have the right to decide who should to be privy to such 
information.
Thus, while Warshaw refers to the "lived experience" of 
battered women, she does not acknowledge the battered 
women's rights protect their "lived experience" in the 
manner upon which they decide. Nor does Warshaw address the 
"lived experience" of physicians whose efforts to help their 
battered women patients, and sometimes their batterers, go 
unrecorded and unrecognized by their various reading 
audiences— including researchers. The physicians' "lived 
experience" in some cases, as shown in this study, is based 
on their concern to protect their patients' privacy and 
autonomy.
The information presented here shows that physicians 
in this study are concerned with getting at the truth 
surrounding their patients, but they also willing to wait 
for that information until they build the patient's trust. 
Some of the physicians here believe that by trying to 
persuade their BW patients to disclose before they are ready
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can have an adverse effect inasmuch as the patients may not 
seek medical help at all because they do not want the 
physician to find out about the battering. The battered 
women's reasons may be based on the fear of what their 
husbands will do if they find out that someone outside the 
family knows; or the battered women may have decided that 
she does not want to disclose the battering to anyone. 
Physicians interpret their behavior here as an indication of 
respect for their patients' privacy and needs as they 
perceive them.
This data also reflects, according to the responsdents, 
that physicians may very well know about the battering, but 
they do not make battering always apparent in the record.
Nor do they always make their intervention procedures known 
in the patients records. Therefore, as the physicians in 
the present research point out, because their knowledge of 
battering and their intervention procedures are not recorded 
in the record is not always evidence that neither exists. 
Again, this lack of disclosure on the part of the physicians 
is, as they explain, an indication of their respect for 
their patients and their privacy.
Information presented here also shows that the 
physicians do not make a distinction in the way that they 
treat battered women and non-battered patients who have
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secrets that they want to conceal from their physicians, 
even if the physicians could better help them by knowing the 
truth. Physicians generally play detective in trying to 
find out relevant information from all of their patients 
regardless of battering or gender.
Terminology. Physicians in the present research also 
agree that sometimes even when patients are willing to 
cooperate fully by responding appropriately, they do not 
always assign the same meaning to terminology in which it is 
presented to them.
The patient's literacy or rationality, even if he or 
she is highly educated, is no match for the physician's 
language and external memory system, a system that is 
constantly being updated if the doctor is able to keep 
up with new developments in medicine (Cicourel, 1983, 
p. 237).
This is exemplified in the case of the resident asking 
if there had been any trauma (Warshaw, 1989). In the 
present study, the physicians also point out that sometimes 
the terminology used by patients does not have the same 
meaning for physicians, although such terms might be 
commonplace in our society and different cultures. One of 
the physicians gave the following hypothetical example:
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Someone [a patient] saying that "I have diarrhea." To 
a physician, diarrhea probably means something 
different than to the patient; therefore, a doctor 
needs to question what the patient means by this term 
[diarrhea]; "Are you talking about multiple loose 
stools, one loose stool, are you talking about pain, 
are you talking about bleeding?"
Also, non-medical persons may use certain terms such as 
diarrhea, thinking they are using the word in the same 
context as a physician. But the same term might not 
translate the same from non-medical setting to medical 
setting. By the same token, certain terms used by patients 
might not translate the same meaning from the patient's 
connotative definition to the physician's medical 
definition.
As a result, the patient may use a particular term to 
describe a condition, but the physician will use a different 
term with a medical denotation to describe the same 
condition in the medical record. The physician uses the 
medical term to describe the same condition most accurately 
because the medical term is one that is universally 
understood by physicians. Or, in the interest of time and 
space, physicians may use one term to summarize a variety of 
conditions described by the patient.
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Relative to this way of thinking about the meanings 
assigned to language in medical records, practicing 
physicians in the present study, as well as the medical 
student, were presented with the aforementioned case study 
by Cicourel (1983), (see i^pendix B). The purpose of this 
exercise was to find out if what appears to be discrepancies 
to a non-medical person (Cicourel, in this case) is 
interpreted in the same way by physicians when reading a 
patient's chart.
The first example here is the physician's use of the 
word "depressed." This is a point of contention with 
Cicourel (1983) who interprets the physician's use of the 
term depressed to mean "an indication that she [the patient] 
is disturbed or impaired in her ability to conduct daily 
affairs and meet serious obligations" (p. 225). However, 
the physicians and the medical student immediately stated 
that Cicourel's adversarial position is not justified 
because the term "depressed" is appropriately used in this 
instance; Their collective opinion is as one physician 
explains, "It would have been different if the attending 
physician had used the term 'depression' or 'clinical 
depression'— these terms would have warranted Cicourel's 
reaction." The respondents go on to describe the term 
"depressed" in the medical record is not synonymous with
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either "clinical depression" or "depression" which is a 
"codeable diagnosis" unlike "depressed" which is neither a 
diagnostic term nor a codeable term.
When participants in this exercise were asked to give 
their interpretation of what the physician meant by 
"depressed," their translations are much the same as 
Cicourel's (1983) when he is describing the patient's 
depressed condition. According to Cicourel, lines 27-31 
imply "that perhaps there is a link between her present 
condition and her husband's death: She has felt like a
different person since her husband's death. Her manner of 
talking could be perceived as emotional and confused" (p. 
225) .
Interesting, too, is that before physicians in the 
present study were presented with the attending physician's 
written account, they were asked to give an account of what 
they would enter into the patient's record based upon 
Cicourel's transcript of the consultation. Their accounts 
are almost verbatim to that of the physician and with that 
written in the chart in Cicourel's study. The word 
"depressed" is also used in the same context by the 
physicians in this study as was used by the physician in 
Cicourel's study.
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Without being privy to Cicourel description, the 
physicians and student reading the patient's chart as 
presented in Cicourel's study, state that the term 
"depressed" is appropriate "based upon the death of her 
husband, the noticeable change in her demeanor observed by 
others around her, and her own reference to her 
bereavement." According to this study's respondents, these 
matters are a sound basis for the attending physician to 
state accurately and justifiably, in the record, that the 
patient was depressed.
Further, these physicians do not share Cicourel's 
concern with what he believes to be inaccuracies, 
inconsistencies, and vague misrepresentations in the record. 
Instead, these physicians believe that they accurately 
understand the record. As it turns out, the physicians are 
in agreement with what they think that the history states.
On the other hand, upon reading the patient's history, 
their main concern is with how the lack of estrogen could 
affect the patient as a result of her having not taken her 
medication. They indicate the seriousness of "estrogen 
depletion which can lead to depression, to sleeping 
problems, and to thinking problems." Subsequently, they 
concerned themselves with her follow-up treatment and how it 
should be addressed. As a result, the physicians see
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Cicourel*s misunderstanding as yet another example of 
discrepancies between how physicians interpret a medical 
record and how a non-physician interprets the same medical 
record.
Based upon his own research, Pagano (1992) states the 
following:
Therefore, a physician-author can communicate more 
effectively and persuasively if she or he uses language 
that is appropriate for the audience, descriptive, 
clear, and concise. A physician-author demonstrates 
his or her professionalism through the use of a proper 
format and an acceptable writing style. An author's 
language choices should inform readers and explain any 
ambiguities in order for the reader to evaluate the 
writer's assessments and actions (p. 27).
Although some studies (e.g., Cicourel, 1983; Pagano, 1992) 
ascertain that physicians do not communicate competently in 
medical records, physicians in the present study contend 
that they do write in appropriate format, style and language 
for their own use and for the professional use of their 
medical colleagues for whom the medical record is 
essentially designed. Their assertion is that in 
conjunction with the objective data in the medical record, 
medical audiences do not have a problem reading medical
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records written by physicians for physicians. In the 
present study, physicians agree with researchers who argue 
(e.g., Pagano, 1992) that physicians need to write in such a 
way as to persuade all of their various reading audiences, 
medical or nonmedical, that the data contained was 
"appropriately obtained, scientifically derived and 
analyzed, and accurately reported" (p. 16) .
The physicians in this study further agree that their 
purpose is to be understood by the medical community and 
that the medical community knows how to read records 
objectively which is the appropriate way to administer 
medical treatment. The physicians here do not believe that 
their task is to write in such a way that every non-medical 
audience can readily understand the medical data contained 
in a record. In their opinions, to do so would undermine 
the scientific conclusions in the record, thus deterring 
from the objectivity necessary in medical treatment and 
would detract from the communication competence based on 
objectivity in the record— which is the purpose of medical 
records according to these physicians in present study.
In keeping with this view, the physicians-respondents 
here do not believe that they should have to alter the 
medical terms, or definitions in favor of connotative 
definitions used by the public at large. They state that
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such connotative terminology has multiple meanings as 
opposed to medical terms which are in and of themselves 
definitive when used by physicians. Their arguments are in 
concert with what Cassell (1985) explains when addressing 
descriptive language and technical jargon in the medical 
profession. Cassell states:
When medical students are taught physical diagnosis, 
they are also taught a descriptive language that will 
serve to record their findings and communicate them to 
other doctors. An acutely arthritic joint is "red, 
hot, swollen, and tender," you may begin to suspect a 
septic joint, or gout. But if I write those findings—  
including "exquisite"— about the big toe, then you will 
almost certainly think first of gout. That 
interpretation (often wrong) is implied by the word 
picture. There lies a problem with any language of 
description: it should provide a representation, not an 
interpretation or conclusion. But "fluffy white 
spots," or "flame shaped red spots," are descriptive 
without leading the reader. In a similar fashion 
"lemon yellow" or "orangy yellow" conjunctivae clearly 
picture different degrees of jaundice. . . .  to make 
the point that in comparison with physicians' usual 
ability to portray persons, our language of description
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for physical phenomena is rich and communicative, 
allowing the reader or listener to visualize what the 
observer is characterizing without necessarily 
subscribing to the observer's conclusions (pp. 195- 
196) .
The last point made by Cassell reiterates the statement 
made earlier by a physician in this study, who states that 
physicians "tend to be unwilling to take other people's 
word" even when the other people are physicians. Therefore, 
it becomes necessary, as Cassell points out, that physicians 
use "rich and communicative" language in keeping with what 
is medically/objectively accurate in describing the physical 
phenomena. Such "rich and communicative" language is more 
objective than interpretative which is what Pagano (1992) 
also advocates.
Further, in keeping with Cassell's position on "rich 
and communicative" language, in this research, physicians 
point out similar problems in Cicourel's (1983) study.
While Cicourel is disagreeing over the physician's use of 
"depressed" in the case study, the physicians in this study 
express concern with the word "spongy" used by the patient 
when describing how the internist reportedly described her 
uterus. Although each physician who reviewed Cicourel's 
case study is of a different specialty including an
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internist and an OB-GYN physician, each one, without fail 
and without being asked, pointed out that "spongy" is not a 
term that they use nor a term commonly used in medicine. 
Thus, based upon their experiences, the physicians here 
express doubt that this was the actual term used by the 
previous physician who reportedly used this term when 
describing the patient's uterus. This is yet another 
example of the physicians' not relying on subjective 
information as related by a patient.
The physicians also question if the woman had been 
treated by an internist, as she reported. Instead, they 
believe that she was probably seen by a gynecologist or a 
general practitioner. Their speculation arises out of the 
concept that internists seldom "do pelvic examinations." 
Thus, not only are readers of medical records, such as 
Cicourel, dealing with technical medical jargon in medical 
records, but also with common terms which may or may not 
take on a technical medical meaning— depending upon the 
reader's expertise in medical terminology and what denotes 
medical meanings.
In keeping with this genre is another example within 
the same case study by Cicourel (1983). He writes "that the 
patient mentions seeing her internist 'about 3 months ago' 
instead of the doctor's recorded '4 months'" (p. 225) which
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appears in the progress notes. However, physicians in the 
present study do not regard this "discrepancy” to be 
relevant since a month's difference would be of no 
significance to the patient's condition or treatment in this 
particular case.
Physicians note that the time frame of three months 
signifies the same as four months in this instance. They 
further state that the attending physician could have 
recorded six months and it still would have been of no 
distinguishable significance in the treatment of the patient 
or the outcome of the treatment. One physician goes on to 
exemplify this point by explaining that in some cases, a 
variance from six months up to a year in a time frame would 
make no discernable difference in either the diagnosis, 
treatment or outcome of some illnesses at certain stages.
This exercise in the present study shows that not only 
does language take on different meaning in medical settings 
and in the context of the medical record, but so does time. 
Further, just as Cassell (1985) states that doctors use a 
language in medical records for "other doctors," so do the 
physicians in this study state that the medical language in 
medical records is for other physicians. Subsequently, 
because other physicians can understand the universal and 
scientific language, the respondents in the present research
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believe it should remain the terminology used in medical 
records because it accurately and efficiently communicates 
what physicians need to communicate in the best interest of 
their patients and in the best interest of their profession.
Summary. The case study by Cicourel (1983) presented 
in this dissertation exemplifies what is a continual 
reoccurrence of the data in this research: that physicians 
read medical records with a different eye than non-physician 
readers. That is, physicians do not interpret language in 
medical records the same way as the non-medical reader 
without the same education and training as a physician.
Thus, the non-medical reader can read the same case study 
(e.g., Cicourel, 1983), as did Cicourel, and interpret 
meanings based on common knowledge of what the appears to be 
common terminology in the English language. However, the 
physicians and student in this study read the same 
terminology and decode it entirely different than the non­
medical audience; while at the same time, the physicians and 
student decode the terminology in the same way to have the 
same meanings to them mutually. Nor did any of the 
respondents have to consult with the other (s) to reach the 
same conclusions.
Cassell (1985) reiterates the point made here with the 
exercise in this study when he states, "When medical
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students are taught physical diagnosis, they are also taught 
a descriptive language that will serve to record their 
findings and communicate them to other doctors" (195). 
Cicourel presents a poignant point when he states that 
medical students learn a language that will express their 
findings and communicate them to other doctors. The concern 
of Cassell's statement is not with communicating to any 
reading audiences other than physicians. That is exactly 
what we see in the exercise presented to the physicians in 
this study. Not only have the physicians learned the 
language which they use in their practices, but by the end 
of the first year in medical school, the student has also 
learned the language and has a working knowledge of how to 
communicate with "other doctors" with the use of that 
language.
While that language itself is not foreign, but instead 
common to the non-physician readers, the meanings that the 
language takes on within the context of medical records 
becomes somewhat like a foreign language to those who have 
not learned the language within the medical context. Thus, 
we see by this exercise with Cicourel's (1983) study and the 
respondents in this study that even time takes on a new 
meaning within the medical context, as has been stated 
previously in this text.
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Cicourel (1983) states that "I tried to guess the 
doctor's inferences about the patient's remarks by comparing 
the progress notes with the original interview material" (p. 
224) . However, one of the implications in this study is 
that physicians do not tend "to guess" what is meant by the 
use of certain terms or the lack of them, nor do they rely 
upon guessing. Instead, health-care providers evidently 
read and write medical records within the context of their 
medical training and knowledge of medical terms relative to 
medical symptoms and conditions. They do not read and write 
charts written within the context of standard meanings or 
definitions commonly inferred by certain conventional or 
standard terminology, phrasing and language. In addition, 
they rely upon objective information which reflect medical 
facts related to personal observations and scientific data, 
based upon what they state and what I have observed.
Further, as explained by the respondents here, they are 
taught as students how to read and write medical records in 
conjunction with interviewing and diagnosing techniques both 
in class and in practice. Stemming from examples set by 
other physicians, along with on-the-job-learning, physicians 
may be versatile in their style of writing, but that same 
versatility does not apply to their use of terms whose 
meanings do not always span general standard usage to
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medical contexts and vice versa. The physicians' attention 
for reading or writing medical records are not focused on 
the grammatical syntax, writing style, nor commonplace 
meanings of terminology. The responses given in the present 
study indicate that physicians learn to read and write 
medical records based upon the fundamental concern that the 
medical data contained in patient records should be 
medically accurate because they are used by physicians for 
the primary purpose of treating patients.
Resulting from their fundamental concern for medical 
accuracy, physicians rely upon information they perceive to 
be medical facts based upon their personal observations, 
medical knowledge and scientific reports, rather than 
relying only on what patients, nurses and even other 
physicians purport to be factual. Subsequently, they do not 
depend entirely on what battered women tell them about the 
circumstances surrounding their injuries/illnesses.
Instead, physicians look at their patients' symptoms and 
inquire of their patients as to the causes and conditions.
Drawing on their medical knowledge and training, 
physicians can often discern between what could and could 
not have happened in conjunction with injuries; and this 
reflects the accuracy of cause and effect or, in this case, 
symptoms and diagnosis. However, in some instances.
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physicians have only the word of their patients because the 
physicians have no first hand knowledge of circumstances 
surrounding their patients’ presenting complaint and no 
medical evidence to denote otherwise. By the same token, 
even in cases where physicians suspect battering, they must 
rely upon the patients’ confirmation before being able to 
intervene. Confirmation is not always forthcoming and the 
physicians’ interviewing techniques together with a 
patient’s trust in her physician can be essential factors in 
a physician’s ability to gain knowledge of battering.
At such times, physicians are limited as to the medical 
treatment they can administer to patients who withhold facts 
in order to conceal battering and to protect their 
batterers. This remains constant with other types of cases 
involving deviant behavior, such as alcoholism, drug 
addiction, eating disorders, or sexually deviant behavior, 
which can interfere with physicians' medical treatment for 
patients who do not tell the truth when consulting with 
health-care providers. Just as the lack of information can 
affect a patient’s medical treatment, the lack of patient 
information can affect the content of the patient’s medical 
records.
The physicians-respondents’ knowledge about symptoms of 
battering are in keeping with those noted in the literature.
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Their working knowledge about symptoms of battering are 
indicated by their being able to identify the probability of 
battering in both their own patients' records and in the 
anonymous records presented to them in this study. This was 
exhibited in my presence, as they explained to me where they 
looked in the chart for such information, and what they 
looked for when analyzing charts of any patients.
£u£B.as.e -o,£ ■M.edigaJ-Records
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During the process of learning how to do medical 
records, physicians simultaneously learn the functions of 
medical records which their responses thus far have 
signified. While medical records are devised and structured 
for various functions, the basic interest here lies in what 
physicians perceive the functions of medical records to be. 
Characteristics of Medical Records
According to Roach et al. (1994), "the medical record 
consists of four types of data concerning an individual 
patient: (1) personal, (2) financial, (3) social, and (4)
medical." However, when describing medical charts, the 
physicians-respondents acknowledge only three major portions 
of the chart as indicated by one physicians in the 
following:
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You have the history and physical exam, that is the 
first part of the chart and is very significant. You 
have the workup and treatment in the body of the chart, 
that is part two. Part three is a summation of the 
chart. Those are the three major elements of the 
chart.
While the physicians elaborate and detail data in these 
particular sections, none of the physicians acknowledge nor 
refer to any other part of the patient’s chart. Thus, as 
significant as what physicians do name as part of medical 
record, of equal significance may be that which they do not 
name as part of the chart. The implication here is that 
physicians' concern with medical records in only with those 
sections which pertain directly to the patient's medical 
condition and treatment.
Functions.of Medical Records
A review of the literatures (e.g., Pagano, 1991, 1992; 
Pagano & Ragan, 1992; Reynolds et al., 1992; Roach et al., 
1992; Roach et al., 1994) shows the medical record as having 
five major functions: (1) contains the patient’s social and 
demographic history, (2) documents medical treatment, (3) 
provides necessary information for any follow-up treatment, 
(4) maintains patient histories and treatments which may 
assist in future medical care, and/or possible reviews.
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investigations, or litigation; and (5) defines financial 
charges for payments of medical care. However, when 
describing patient charts and their functions, the 
physicians in this study refer to only three major areas of 
medical data in the interest of patient care.
Regarding the functions of the patient's chart, the 
physicians are in complete agreement that at one time 
medical records were primarily for communication purposes 
between physicians along with other attending medical 
personnel, and were to be used to maintain and transmit data 
in the interest of patient health care. This position is in 
keeping with the history of the medical record beginning 
with the first hospital in this country.
In 1752, Benjamin Franklin (Franklin & Hall, 1754) 
recorded the "RULES to be observed in the Choice of the 
Physicians and Surgeons of the Pennsylvania Hospital, to 
limit and appoint their Number, Authority and Duty, and to 
raise a Fund for supplying the said Hospital with Medicines" 
(p.27). From the ten rules given, the eighth rule describes 
the functions for the first medical records as follows :
Eightly, The Practitioners shall keep a fair Account 
(in a Book provided for that Purpose) of the several 
Patients under their Care, of the Disorders they labour
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underr and shall enter in the said Book the Recipes or 
Prescriptions they make for each of them (p.28).
In the present study, the physicians unanimously agree 
that the ultimate function of the medical record was 
originally intended be a medical resource for physicians to 
use in providing health care of patients. However, they 
state that during the time they have been practicing 
medicine, the function of the medical record has been 
altered from its original purpose. According to these 
physicians, the function of medical records today has 
changed "considerably" in order to accommodate reading 
audiences with agendas other than just the treatment of 
patients.
Their position is substantiated by Roach et al. (1985, 
1994) who state that various local, state and federal 
agencies together with medical organizations require health­
care providers to maintain health records because they are 
legal documents. Thus, the "fair Account" of the patients 
under a physician's care as described above by Benjamin 
Franklin (1754) has evolved into a legal document. The 
evolution of the patient's chart is reflected in the 
following statement made by a physician who summarily 
describes the statements made by other physicians 
interviewed:
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The biggest contributor to medical records at the 
current time is the government and their requirements 
for what does and does not have to be put into a 
medical record. Ninety percent of what we record in 
medical records is for legal and government purposes, 
not medicinal purposes.
Similar responses were usually made within their first or 
second statements when physicians were asked about the 
functions of the medical records. When such responses were 
not made early on in the answer, this point would be made at 
some timely juncture regarding the functions of the record. 
S.unimar.y
Physicians in this study view the primary function of 
the medical records ideally to be that of maintaining 
medical data to be by used physicians and other health care 
providers in the interest of attending to patients’ medical 
needs. When describing the data to be maintained in medical 
records, they consciously acknowledge only the medical 
section, without making reference to any other section of 
the chart. The physicians interviewed herein agree that the 
function of the medical chart should be to serve the 
attending physicians whose interest is with patients and 
their treatment. Physicians here further agree that the 
functions of medical records have been severely altered due
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to various governmental requirements and designated reading 
audiences. However, as presented in the next section, the 
physicians do not believe that these functions are in the 
best medical interest of patients.
Reading Audiences for Medical Records and 
Their Obiectives/Concems as_Per.ceived_bv_ Phvalclans 
In the present research, physicians name the legal and 
insurance communities as reading audiences for outpatient 
clinical records. Along with these two audiences, 
physicians include Peer Review Organizations as reading 
audiences for inpatient health records. However, physicians 
do not name these audiences within any one response, but 
refer to them collectively in various answers.
When they are asked specifically who the reading 
audiences are, physicians do not name the medical community 
itself as a reading audience. Nor do any of the physicians 
mention other health-care providers as a reading audience 
for medical records. And even though physicians are part of 
review committees for the Peer Review Organizations and for 
some third-party payers, the physicians in this study do not 
regard the Peer Review Organizations as a medical reading 
audience of colleagues. Instead, the physicians here report 
that they consider the Peer Review Organizations to be a 
government agency.
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Their responses present a conservative number of 
reading audiences in contrast with the "eclectic" audiences 
described by Pagano (1992), for example, who names 
"students, researchers, hospital administrators, insurance 
reviewers, PRO evaluators, lawyers, and even patients or 
their families" (p. 4} as readers of medical records. These 
are in addition to the records' authors, colleagues, 
consultants, nurses, and ancillary personnel to whom Pagano 
also refers. Pagano explains, "The audience for medical 
readers is as diverse as any audience for written 
communication. Literally, anyone who can read may be 
considered a potential user of a medical record" (p. 4).
However, as previously stated, when asked who their 
reading audiences are, the physicians in this research 
acknowledge only the Peer Review Organizations, third party- 
payors, and attorneys. This is not to say that they do not 
know that other audiences, such as the ones Pagano (1992) 
mentions, are entitled and do read medical records. Later 
in this dissertation, these same physicans refer to the vast 
general reading audiences. But to this particular question 
regarding who the reading audiences are specifically, the 
physicians-respondents do not acknowledge themselves or 
their medical colleagues as reading audiences. This is 
based on their belief that the medical record was created.
153
designed and contracted primarily for their use in treating 
patients.
Eaer.Review Organizations (PRO)
The Peer Review Improvement Act of 1982 established 
Peer Review Organizations in each state for the purpose of 
governing physicians {AMA, 1983). "Under the PPS 
[prospective payment system], responsibility for maintaining 
quality of care is essentially delegated to Peer Review 
Organizations" (AMA, 1983, p. 23) . A PRO review is required 
for medical records of only hospitalized patients whose 
charts are randomly chosen to be reviewed. These reviews 
are for the purpose of determining the following:
a. the validity of diagnostic information provided by 
the hospital for purposes of payment (DRG 
verification);
b. the completeness, adequacy, and quality of care;
c. the appropriateness of admissions and discharges; 
and
d. the appropriateness of care provided to outlier 
cases (AMA, 1983, p. 23) .
Thus, according to the literatures (e.g. Pagano, 1992; Roach 
et al. 1985, 1994), PRO were established to evaluate the 
quality of care administered by physicians, in order that 
hospitals and physicians can receive compensation from
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Medicare. Such decisions are reached through the use of 
medical records which PRO evaluators read.
However, the physicians interviewed in this study have 
two major objections to these evaluations. The physicians 
explain that their peers evaluate their medical procedures 
through in-house reviews by using medical records and review 
boards. This practice was in place before PRO went into 
action.
Their second objection is that PRO is "financed by the 
federal government who pays the doctors to review the charts 
of other physicians and to make adverse recommendations 
against physicians." That is, the physicians perceive that 
the PRO evaluators are being "paid to find fault with the 
chart." One physician reports that "one doctor called 
himself a paid whore" because the retired physician-PRO 
reader "felt as though he was paid to do the work of the 
Federal Government against his peers." Thus, according to 
the reporting physician, those physicians working for PRO 
are no longer working in the capacity of a physician whose 
first interest is patient care. Instead the evaluating 
physicians are acting as "government employees whose goal it 
is to find fault with medical care for the sake of saving 
the government money," states the physician whose point of
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view is shared in general by the other practicing physicians 
in the present study.
Further, physicians also report that they do not think 
of being evaluated by PRO as being reviewed by peers because 
in a PRO evaluation a physician's medical charts may not be 
reviewed by another colleague of a comparable medical 
specialty/practice, nor of a comparable population and 
setting. For example, according to these physicians, a 
general surgeon in a metropolitan area is entitled to be 
reviewed by another general surgeon who practices in a 
comparable metropolitan area. However, in an evaluation by 
PRO, a surgeon's medical records may, in fact, be reviewed 
by a physician who is not even a surgeon. As one physician 
pointed out in the following:
A current practice is to have a physician of a non­
specialty to evaluate the physician of a specialty, 
such as having a retired general practitioner review 
the medical records written up by a surgeon describing 
the surgery and procedures that the reviewing physician 
has never dealt with in practice. In addition, a 
retired physician is not always up-to-date on the most 
recent medical literature and procedures. Therefore, a 
retired general practitioner cannot accurately evaluate 
the surgical attention given to a patient because that
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reviewer does not have the medical expertise to make 
that judgment based on the lack of training and 
practice. As a result, physicians may render care 
regarding approval of treatment by third party medicine 
which includes PRO along with HMO's, PPO's and these 
other pre-paid health programs. Frequently, 
specialists will be evaluated by a non-specialty person 
bringing judgment as to whether or not that individual 
thinks a particular plan of treatment is or is not 
appropriate— although the plan of treatment was decided 
upon by a physician specializing in that field.
The physicians concur on this point and express a 
concern that the intervention of government payors is 
negatively affecting the quality of health care received by 
hospitalized patients. Regarding government agencies, one 
physician voices the general concern in the following way:
"I think there is a great deal of negatives associated with 
the reforms in health care going on. If we do it right, 
there could be some positives, but I am as worried as 
everybody else [other practicing physicians] about the 
government intervention."
Third-FaEty.Eayocs
Physicians voice similar concerns over the power of 
insurance companies as a reading audience for medical
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records. One major concern is that health-care providers 
are not always free to practice medicine in a manner 
dictated by their professional knowledge and the medical 
needs of the patient. Nor are they at liberty to render 
efficient and necessary treatment in the best interest of 
patients because they do not have confidence that the 
insurance companies will render payment based on physicians' 
medical judgments. Instead, as the physicians here explain, 
insurance companies and managed health-care organizations 
are practicing medicine, in essence, by deciding what is and 
is not medically feasible when they decide which treatments 
they will or will not financially compensate— or for how 
long they will pay benefits for the same and ongoing medical 
conditions.
A physician expresses "we joke that we don't practice 
medicine much anymore, we practice insurance. You have to 
learn what's acceptable to insurance companies and that's 
very sad." The physician goes on to explain that a 
physician has to learn what is going to be acceptable to the 
insurance companies and their clerks who may be high school 
graduates or college graduates with a Master's Degree in 
Business Administration. In keeping with the physician's 
earlier description of evaluators for PRO, another physician 
in this study states that insurance personnel who are not
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physicians decide what may or may not be necessary in a 
medical treatment. Also, the physicians are quick to point 
out that the reviewers could also be health-care providers. 
Sometimes though, as one physician states, "it's a physician 
who could not make it in private practice and he's become a 
pimp for the insurance company."
Therefore, as explained by the physicians, even though 
a surgeon decides upon which surgical procedures to use in 
the operating room, based upon the patient's condition and 
the surgeon's expertise, the insurance companies' personnel, 
who may or many not be physicians, can refuse to pay for all 
of the procedures deemed necessary by the surgeon "depending 
upon the whim of the insurance company." In essence, 
according to the physicians, third-party payors can override 
the professional medical decisions of the physicians as to 
the significance of the medical procedures deemed necessary 
by the attending physicians. They, the third-party payors, 
make these decisions from code books and medical records.
Although in some cases the third-party payor stipulates 
the procedures used by the physicians were necessary and in 
the best interest of the patient's medical treatment, the 
insurance organization may not pay for the medical treatment 
rendered. For example, in the process of performing the 
preplanned surgery, complications may occur or additional
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medical problems may become evident. Although the surgeon 
is obligated both medically and ethically to attend to such 
complications in a prudent and professional procedure, such 
a procedure may not be stipulated or financially provided 
for in the original surgery by the third-party payor.
In which case, the third-party payor may not pay for 
the additional medical procedure although it was admittedly 
medically prudent and necessary in the best interest of the 
patient's health care. Additionally, in the case of managed 
health-care organizations, the payor may reimburse costs for 
a certain illness, but will do so for only a limited amount 
of time. An example given by one of the physicians is a 
patient diagnosed with cerebral palsy whose financial health 
benefits were terminated after a period of a year. Thus, 
although the illness continued, the financial benefits did 
not.
The physicians also point out that the third-party 
payor can be a state agency when state-monies are concerned. 
In some cases, a social worker and a judge may override a 
physician's medical decision for a patient treatment when 
particular patients are receiving state monies.
Subsequently, based upon the advice of a social worker, 
judges can deny physicians permission to treat the patient 
against what the patient's request is and what the physician
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believe the medical treatment should be in accordance with 
the patient's request. Thus, while physicans are qualified 
and do make life-threatening decisions, perform life-saving 
procedures and treat the medical well-being of their 
patients, their decisions are not the final word with 
insurance agents who decide the value of the physicians' 
decisions. The value in this instance is how much the 
third-party payors will pay physicians based on what the 
insurance agency believes is the appropriate medical 
procedure and how it is to be performed.
Judicial Audiences
For whomever the physicians state they write medical 
records, or whatever the purposes they state for using 
medical records, the physicians indicate that they are ever 
mindful of the legal aspects of keeping medical records.
This attitude is represented by a physician who states that 
the medical and legal considerations are always present and 
that both are a constant concern to practicing health-care 
providers. In keeping with this position, a mental health 
clinician stated:
The majority [of records] go to attorneys or agencies 
involved with injured workers [such as] any 
rehabilitation service and then they may ask that it go 
the physician also. . . . probably 75% are sent to the
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attorneys, they make some copies for some others 
[attorneys], and then 25% to physicians.
Another point that one of the physicians makes is that 
most physicians do not truly understand how radically 
different the practice of law is from the practice of 
medicine. "They do not understand it [law] is a totally 
adversarial system" wherein the "whole thing is to make sure 
that your client wins, whether there is any truth, justice 
or anything like that, and that is a very hard concept for 
physicians to truly understand." The physician states that 
the irony is that the attorneys are supposed to use the 
medical records to find the truth, but they use the medical 
records instead to win a case and this is not always 
synonymous with the truth. Yet, in order to understand what 
the truth is from the medical records, they must rely on 
physicians to decode the content of the medical records.
Thus, as the physicians explain, they see the purpose 
of the medical record for attorneys to be entirely different 
than the purpose for which they originally designed and the 
purpose for which physicians use them. As a result, the 
purpose of the attorneys may be in direct conflict and 
adversely opposed with that of physicians who record the 
data in the medical records. Even so, medical records must 
be interpreted for the attorneys by the same physicians or
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their colleagues with whom the attorneys may be having 
conflict.
This same point is made by a forensic psychologist who 
testifies as an expert witness in cases when "battered woman 
syndrome" is used as a defense. That is, he testifies as to 
whether or not the woman suffers from BWS. He explains that 
when asked to testify as an expert witness by attorneys, his 
personal and professional ethics require him to find the 
scientific truth no matter whose favor it might be in. The 
truth, as he knows it, is based upon his research which he 
strives to complete without any biases in order that he more 
aptly can discover objective evidence. Nor will he alter 
his position if the evidence is not in favor of the 
attorneys who have employed his services.
Therefore, as he explains, each time he begins 
researching a case, he is taking a risk that he will not be 
used as an expert witness past the first stage of discovery- 
-depending upon his findings. Nor is he likely to be paid 
after finding opposing evidence; consequently, he requires 
payment before revealing his findings. Of course, he 
further agrees not to use adverse findings in the same case 
against the original employer-attorney.
According to attorneys, having physicians interpret the 
data in medical records is the usual procedure in medical
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malpractice cases, civil suits, workman compensation, and 
some criminal cases. However, as the present physicians 
point out, this is not the usual procedure in criminal cases 
wherein women kill their batterers. Nor is this always the 
practice in cases where battered women file assault and 
battery charges against their spousal batterers.
All of the attorneys interviewed for this project have 
worked on criminal cases in which a battered woman had 
killed her violent-intimate partner. In the cases where the 
"battered woman syndrome" (BWS) was used as grounds for a 
defense, neither the prosecuting attorneys nor the defense 
attorneys in this study had ever called any of the attending 
physicians to testify as to injuries that a woman had 
incurred as a result of her assailant who was an intimate 
partner. However, in each of these cases where BWS was 
brought into evidence as an issue, the attorneys did engage 
forensic psychologists to testify; but none of these 
particular clinicians had prior knowledge of the particular 
battered women involved or their medical histories.
Additionally, in these cases, all of the battered 
women-defendants had medical histories of having sustained 
injuries from their batterers. Furthermore, the attorneys 
had the women's medical charts which also substantiated the 
women's claims of having been battered. Nevertheless, in
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none of the cases were the women's physicians called upon to 
testify. This may indicate that the attorneys look at this 
as a psychological phenomenon, more than a medical health 
problem which would not required testimony of the physician. 
Nevertheless, the attorneys still request the battered 
women's medical records.
One example in this particular research is a case where 
a battered woman was sent to prison for killing her husband. 
According to the woman, her motive was the .result of his 
having brutally beaten her on various occasions, as he had 
done just prior to her having killed him. Both the 
prosecuting and defense attorneys had copies of the woman's 
emergency room chart wherein the woman's injury was 
recorded, the reason for her injury, and the information 
that her husband had injured her. The entry in the medical 
record was dated within twenty-four hours from the time that 
the woman killed her husband. However, neither the 
prosecuting nor the defense trial lawyers brought the record 
into evidence during the trial. Nor did either of the 
attorneys call the attending nurses or physicians who 
treated the defendant to testify. Nevertheless, the defense 
and the prosecution each had its own forensic psychologist 
to testify for each side respectively. Thus, while no 
physicians were asked to testify, two forensic psychologists
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testified in this same case.
At the time I interviewed each of the attorneys 
respectively in this case, the defense attorney did not 
recall the content of the medical chart; whereas, the 
prosecuting attorney accessed the medical chart upon my 
asking if the chart included a record of the battered 
woman's injuries, the way they were incurred and who 
inflicted them. Upon my asking the question, the attorney 
read to me from a copy of the chart what was in the record 
which revealed all of the above information about her 
injuries. The medical record shows that she stated her 
husband had injured her and what the injuries were and how 
they were treated. When asked why the patient's chart or 
medical testimony was not brought into evidence in the 
trial, the defense attorney's response was that "It wasn't 
necessary."
In another criminal case reviewed in this research, 
wherein a battered woman charged her husband with assault 
and battery, the physician voluntarily contacted the 
prosecuting attorney and told the attorney about the 
"atrocious" treatment the woman had received at the hands of 
her husband. The physician volunteered to testify about the 
life-threatening injuries inflicted on the woman by her 
husband, and went to the courthouse to do so. However, the
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prosecuting attorney never called the physician to testify. 
Nor were the woman's emergency room or hospital medical 
records entered into evidence, although the physician stated 
in the hospital documents that the patient's husband had 
beaten her.
Although the physicians I interviewed for this 
dissertation had testified as expert witnesses in a number 
of trials, none of them had ever been asked to testify in a 
case involving battered women. Even though they had never 
utilized a BW chart or her attending physician at the time 
of the interview, these attorneys were quick to state that 
the physicians should be required by both the American 
Medical Association and by law to record "everything" about 
the battered women in the records for future reference.
Their reason is that "anyone, especially doctors, who refers 
to a battered woman's medical record should have a complete 
history of every injury she had sustained and how it was 
incurred. . . . The doctors need to make a record." The 
attorneys' position on this point is in concert with both 
the American Medical Association and The American College of 
Obstetricians and Gynecologist (Bates, 1996). However, as 
discussed later in this chapter. Some physicians state they 
do not agree with putting everything in the record for the 
very reason that the some information will be taken out of
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context, especially by attorneys, and misused. Misused, as 
stated by the physicians, denotes that the information from 
the records could be used against the patient legally, 
rather than used in the best interest of the patient 
medically as would be the original intentions of the 
physician-author.
In reference to the legal and medical issues 
surrounding battered women and their health records, I 
asked, "Do you believe that 'battered woman's syndrome' is a 
medical issue or a legal issue?" With the exception of one, 
the other attorneys, having been directly involved in 
criminal cases involving battered women, state that they 
believe that "battered woman syndrome" is a medical problem 
rather than a legal one. Although, as has been shown above, 
when each had been directly involved in trying a case 
relating to Battered Woman Syndrome, none of the attorneys 
had ever consulted the attending physicians for the battered 
women involved. When asked, "Who defines 'battered woman's 
syndrome, ' the medical community or the legal community?", 
the attorneys reply that the medical community, not the 
legal community, defines "battered woman syndrome."
However, the attorney, whose opinion differed from the other 
attorneys, agrees with the clinicians in this study. They 
state that the legal community defines "battered woman
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syndrome” and that BWS is a legal issue. As such, 
physicians question the attorneys in these cases requesting 
the medical records because they are not used; therefore, 
their requests for the complete medical record are without 
purpose or merit, according to the opinions of the 
physicians in this study. In the opinion of the physicians, 
a letter or notarized statement from the attending 
physician(s) could serve the same purpose, that is to verify 
that battering had occurred to the knowledge of the 
physician and the physical injuries or illnesses that were 
incurred as a result.
One of the physicians expresses a common opinion among 
the physicians, "I just wish that some of the controls that 
you do find in medicine, you would also have some of those 
controls within the field of law. I don't see that." As 
this statement indicates, the physicians in this study 
consider these particular audiences of medical records to be 
control agencies.
Sjfflimacy
The three major reading audiences the physicians refer 
to are PRO, third-party payors, and attorneys. When 
speaking about the readers of medical records, physicians 
refer to these audiences as control agencies. The 
physicians' view them as reading audiences who use medical
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records as tools for medical reviews and evaluations, 
financial payments and litigation. In the present research, 
physicians share the general attitude toward the various 
reading audiences of medical records as reflected by a 
physician in the following observation:
I am very critical of the safety appropriateness and 
quality control within medicine. But I tell you what I 
find so fascinating in this position, everything I deal 
with is a pyramid. The most highly educated, the most 
responsible people, at least in my world, are the ones 
who have the most controls on them. The less educated, 
the less experienced you are, the less controls you 
have.
The opinion of this physician represents the sentiment 
expressed by the other physicians in this study who state 
that the reading audiences do affect the medical records as 
well as the health care of patients, but as much in a 
negative manner as was meant to be done in positive ways.
The physicians admit that the purpose of these agencies is 
to safeguard the treatment of patients, but the individual 
goals of each agency do not ultimately result in the best 
interest for patients as was the original purpose. Instead, 
the physicians believe that the quality of health care has 
been affected negatively by the interest in financial gains
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and savings together with the interest of control that these 
agencies seek. While the physicians believe that they need 
to be subjected to review boards, they also believe that the 
medical review should be by their peers as is presently done 
by in-house reviews already in existence before PRO were in 
place.
Thus, while physicians understand the original concept 
and agree with the original goal set for government agencies 
in their purposes for reading medical records, physicians 
here believe that the goverment agencies have lost sight of 
their goals. Subsequently, the physicians in the present 
study resent what they term as "power, inefficiency, and 
lack of medical knowledge and know how that these agencies 
demonstrate." In keeping with this attitude on their parts, 
the physicians also believe that attorneys and third-party 
payors have too much power also in relationship to their 
being able to access the entire contents of patient charts 
because the entie contents do not have significance to what 
the third-party payors need to access for diagnostic medical 
treatment purposes, nor with the litigations with which the 
attorneys are involved. Adversely, physicians note that 
when the medical records of battered women do have a bearing 
on the legal aspects, the attorneys do not use the medical 
records nor the attending physicians expert testismony.
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Instead, they most frequently use forensic psychologists who 
have no prior contact with the battered woman involved in 
the litigation.
The Effects gf Reading.Audiences-on 
How Physicians Attend, to Battered. Womenls Medical Records
All of the physicians interviewed agree that these 
particular reading audiences do affect the way that they 
write medical charts including those of battered women, but 
not limited to just the records of battered women. However, 
although these audiences affect how all the physicians write 
medical records for the most part, not all of the physicians 
are affected in the same way. That is, they do respond 
differently to these various audiences in the way that the 
physicians enter data into medical records.
Documentation
While some physicians document everything related to 
patients' care, others choose not to document all 
information. But, whether or not they do or do not record 
all patient information, physicians believe that they are 
acting in the best interest of their patients and that their 
behavior is both professional and ethical. In these 
instances, the physicians' beliefs coincide with Garfinkel 
(1967) in that they "actively seek to act in compliance with 
rules of the clinic's [organization's] operating procedures
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that for them and from their point of view are more or less 
taken for granted as the right ways of doings things" (p. 
191) .
Of the physicians interviewed, three state, that as a 
result of the complex reading audiences, they write 
everything about the patient, as is represented by the 
following statement:
I am a stickler on documentation, and I suppose in the 
back of my mind, there is always the medical and legal, 
because you can't practice medicine without being 
concerned about that, but I pretty much simply document 
everything. I document what the patient said. I 
document my impressions. I document every time I have 
a conversation, or my staff has a conversation, so I am 
not viewing it as an emotional or even a judgmental 
type of thing as much as a record of what I thought and 
what they said. . . .  I document alcohol, I document 
drug use, I document relationships, patients have said 
that they have been a prostitute, I mean I document 
these things. . . . So, if someone did say to me that 
their husband did this to them, I would document that. 
This particular physician randomly pulled three charts to 
illustrate her point. The charts contained two to three 
pages of single-spaced narratives for each out-patient visit
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made by the patient. This substantiated that this physician 
does write elaborate and detailed narratives.
However, the physicians who state that they "put 
everything in the record" also stipulate that just as 
important as documenting the record is being specific in 
what one documents, and "not to do a lot of unsubstantiated 
speculation in the chart. I think that is where it is 
dangerous also." The respondent advises that when a 
physician is not certain, one "should use
direct quotes as to what was said and not necessarily make a 
judgment about it." This reiterates the point made earlier 
in this study that physicians are not necessarily going to 
record as fact anything that they cannot substantiate based 
on their personal and professional knowledge.
Along this same line, the physicians agreed that if the 
patient stated that she was "hit by a fist" (Warshaw, 1989, 
p. 512), then that is what the nurse or the physician should 
record verbatim. As one physician explained, "Preferably we 
try to use the language as it is told to us . . .  I would 
enter it exactly like that . . . That is the way we were 
taught in [medical] school." Given the scenario that if a 
patient's left wrist was injured and she stated that "it was 
hit by a jackhammer," the physicians agreed that an entry 
such as "hit on left wrist by a jackhammer" (Warshaw, 1989,
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p. 512) would be an appropriate for an emergency room 
setting. The general response reflected here is that it is 
an appropriate entry for two reasons: (1) the patient stated 
it and that is what the health-care providers have to go on 
as to cause of injury, and this is subjective; and (2) the 
emergency room forms'^  (see Appendices J & K) do not provide 
space for lengthy commentary for either the triage nurse or 
physician. Therefore, the physicians state that they rely 
upon brevity and use the limited space on forms to enter the 
medical data based on what they know to be the factual.
This is objective.
Some critics of medical records (e.g., Anspach, 1987; 
Kleinman, 1988; Mishier, 1981, 1984; Schütz and Luckmann, 
1973; Warshaw, 1989; and Williamson et al. 1981) object 
strongly to this attitude and disagree with physicians who 
subscribe to this type of practice. According to these 
critics, when physicians choose to write in this manner, 
they address only the physical impact of the injury without 
regard for the mental/emotional impact on the victim. Thus, 
according to these authorities, (Anspach, 1987; Kleinman, 
1988; Mishler, 1981, 1984; Schütz and Luckmann, 1973;
Warshaw, 1989; and Williamson et al. 1981) the physician 
chooses to address only the objective medical data with 
disregard for the subjective well-being of the patient. "In
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doing so, the physicians, although perhaps not consciously, 
makes a choice that obscures both the etiology and meaning 
of the woman's symptoms" (Warshaw, 1989, p.513).
Furthermore, according to Kurz (1987) and Stark et al. 
(1979), physicians have a responsibility to secure both the 
"etiology and the meaning of the patient's symptoms, " rather 
than reporting the symptoms in only pathological terms or 
categories. Other theorists (e.g., Beckman & Frankel, 1984; 
Fisher, 1986; Mishler, 1984; Waitzkin, 1984; West, 1984) 
take a similar position. They posit that when physicians do 
not actively take a leading role in obtaining patient 
information beyond the etiology, they are putting battered 
women at an added disadvantage because their patients suffer 
from both the trauma of the injury together with the causes 
and conditions surrounding the injury. Thus, according to 
these sources, the responsibility falls to attending 
physicians, not to the patient, to explore all of the 
circumstances surrounding the injuries, rather than just 
showing the relationship between the left wrist and the 
jackhammer, as the case may be.
In this study, the physicians echo these same beliefs 
as one of them explains in the following:
The patient may or may not tell the physician the whole 
story because she is, in fact, traumatized and
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emotionally distraught. And because she is in a 
fragile condition, she could not be relied upon to 
report accurate information nor to make sound judgments 
about what to report; therefore, the physician does 
need to inquire further about the patient's conditions 
and the circumstances surrounding it.
The point of disagreement among the physicians in this 
study and between the aforementioned critics is not about 
gathering patient information. The disagreement is over the 
data that "should" or "should not" be entered into the 
medical records. Although all of the physicians in the 
present study agree that physicians need to explore the 
surrounding circumstances of the injury/illness, they do not 
agree that all of the information discovered should be made 
part of the medical record, as has been addressed previously 
within the context of this dissertation.
Relative to the discovery process, the previous 
examples given from Warshaw's (1989) study are much like 
those given by battered women in the present study. They 
report that when seeking medical treatment for injuries 
incurred by an intimate partners, the women would explain 
their injuries, such as "I fell." However, these same 
respondents also report that the physicians did always ask
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the reason for the injury, such as "How did you fall?" or 
"What caused you to fall?"
In turn, rather than addressing the direct cause of the 
injury, the patients would address the surrounding 
circumstances, such as "The floor was slick" or "I slipped 
on a rug." They would not state that they had, indeed, been 
pushed or knocked to the floor by their intimate mates. In 
this case, the patients consciously chose to conceal 
pertinent information requested by the physicians. The way 
the reason for falling is stated ("The floor was slick.") 
also conceals the primary reason for falling. That is, her 
husband knocked her down. Thus, "slipping on a slick floor" 
may not invoke further inquiry based upon frames of 
references commonly experienced in society.
But in the case where a patient states her wrist was 
hit by a jackhammer, the reader of the record, as the 
person(s) who is inquiring about the injury, can surmise 
that some person administered the blow by the jackhammer 
whatever the circumstances might have been. Thus, the 
natural order of inquiry begs for further investigation on 
the part of the health-care provider. The reader-researcher 
can also surmise that the health-care provider would 
investigate such a statement further, whether or not the 
details are stated in record. This is in keeping with
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Circourel (1964) and Pearce (1977) who posit that the 
actors' common-sense constructs and meanings are relevant 
when a researcher is assigning meaning to certain 
situations.
However, even though the medical records do not always 
reflect battering or inquiry as to causes for injuries, the 
physicians state that this does not mean that the attending 
physician has not talked with the patient and either found 
out or tried to find out the underlying reason for her 
injuries. They further state that a void in the chart does 
not necessarily reflect that the attending physicians did/do 
not counsel the women. One physician states, "The chart 
simply shows what physicians record, not what the 
physicians actually do or do not do regarding their 
patients. " According to the physicians in this study, no 
matter who the patient is, they do ask about qualifying 
circumstances surrounding injuries and illnesses. Hence, 
when they suspect that their patients are lying about 
battering or avoiding telling the complete story, all of the 
physicians report that they do consult with the patients 
regarding the extenuating circumstances surrounding their 
injuries /illnesses.
On this point, the battered women's position in this 
study supports that of the physicians. All of the BW report
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that each time they were being treated with an 
injury/illness resulting from their husbands' abusive 
behavior, the physicians did, indeed, question the nature of 
the injury and the circumstances surrounding it. The women 
also admit that once they originally lied to the attending 
physicians in an emergency room or clinical setting, they 
continued to lie no matter what the physicians or even the 
nurses said to them. The battered women respondents also 
admit to becoming indignant on such occasions because their 
word was being questioned over an issue that they did not 
consider to be the business of the health-care providers.
Only one reported having changed her mind after having 
emergency surgery and being admitted into the hospital. She 
states that she "finally admitted the truth" upon being 
confronted by the attending physician-surgeon after a near­
death experience. Prior to that occasion, she lied to every 
attending nurse and physician, as she states, "no matter 
what they asked me or what they said." The same respondent 
states her six-year-marriage of continual abuse included "a 
number of emergency room visits."
The battered women's explanations are in keeping with 
the physicians' description of how they approach everyone, 
including a possible victim of battering. In each case the 
physicians explain that they do probe as they have been
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taught in medical school when "doing a history and 
physical." But, as one physician states, they are not 
always provided with the "truthful nor accurate answers."
And even when they are, some of the physicians, by their own 
admission, do not always choose to put the "whole story in 
the records," explains one of the physicians.
As shown earlier in this research, physicians do not 
agree with reading audiences, such as the PRO'S, third-party 
payors and attorneys, having access to a patient's entire 
chart when the entire contents of that file are not relevant 
to those readers to do their job.
Cpufideniiality
Based on physician-patient confidentiality, some 
physicians do not record all information in patients' 
charts. This is an added effect that the various non­
medical reading audiences have on some of the physicians who 
do not agree with putting all patient information in the 
record, as do other physicians in this study. Instead, most 
of the physicians here choose not to record all the 
information they have discussed with their patients as a 
result of non-medical reading audiences or non-specialists 
who can and do access the records. Their decision "not to 
tell all," as one physician states, is based upon what some 
physicians consider to be in the best interest of their
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patients and, at other times, their decision is based upon 
the patients' requests, or both. One of the clinicians gave 
the following example:
I had one [a patient] today that was here for 
evaluation relative to a child custody case, and now, 
she knew about it [privileged communication], and she 
brought it up. She said, "I would like to tell you 
this, but I don't want it to be in the records." Had 
she just started out telling me, I would have stopped 
her and said, "Is this something you want in the 
records?" I think it is important for clinicians to 
realize that they just can't write everything down and 
not do their patients a great disservice at times.
Thus, in addition to the administrative and legal 
imperatives placed upon physicians, are the intricacies of 
maintaining both accurate medical records and patient 
confidentiality. Inasmuch as health records are the primary 
reference for interpersonal communication between patients 
and physicians (Sharf, 1993; Weed, 1971), some of the 
physicians believe they must safeguard their patients' 
consultations. Subsequently, while writing to address the 
various interest of diverse audiences, most of the 
physicians here believe that patients have the right to 
confidentiality with their physicians. Further, these same
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physicians believe that physicians also have an obligation 
to maintain the confidentiality of physician-patient 
privileged communication.
Both of these issues were provided for in 1980, when 
the American Medical Association adopted The Principles of 
Medical Ethics (see i^pendix O), item IV states: "A
physician shall respect the rights of patients, of 
colleagues, and of other health professionals, and shall 
safeguard patient confidences within the constraints of the 
law." In keeping. The Osteopathic Oath (see Appendix P) 
also states that in their loyalty to their profession that 
the physicians of osteopathic medicine will retain their 
patients’ "confidence suid respect both as a physician and a 
friend who will guard their secrets with scrupulous honor 
and fidelity. . ."
Accordingly, Bruhn and Henderson (1991) point out that 
"Autonomy is a key rationale underlying the American 
Hospital Association's Patient’s Bill of Rights (see 
Appendix Q). Patient’s autonomy is protected by informed 
consent and confidentiality" (p. 304). This statement is 
supported specifically in the Patient’s Bill Of Rights which 
states "The patient has the right to expect that all 
communications and records pertaining to his care should be 
treated as confidential."
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In A Dictionary nf New Words (Lerner & Belkin, 1993,), 
patient riçrhts is defined as "The implicit and explicit 
rights of a medical patient, including informed consent 
about treatment, the right to refuse care, assurance of 
privacy and confidentiality, and the right to have an 
effective living will" (p. 131) .
On the other hand, the Principles of Medical Ethics 
also provide that "A Physician shall deal honestly with 
patients and colleagues. . ." Stated in the same ethical 
provisions under item VII is the following:
A physician shall continue to study, apply and advance 
scientific knowledge, make relevant information 
available to patients, colleagues, and the public, 
obtain consultation, and use the talents of other 
health professionals when indicated.
However, no where in either of these documents is a 
reference made to medical records. Nor is any reference to 
record keeping made in the Oath of Hippocrates (see Appendix 
R). However, The Hippocratic Oath does state the following: 
What I may see or hear in the course of the treatment 
or even outside of the treatment in regard to the life 
of men, which on no account one must spread abroad, I 
will keep to myself holding such things shameful to be 
spoken about.
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The issue of confidentiality draws a dividing line 
between those physicians who state that they do disclose in 
the medical record all the information known about the 
patient and those who state they do not based on the diverse 
reading audiences. In this study, physicians, not the 
circumstances, appear to determine what data will or will 
not be put in a medical chart as is shown in the following 
examples. From this study, two women, one battered and one 
non-battered, describe having had similar circumstances and 
events wherein each states she had been "depressed." The 
women were seeing different physicians in different cities 
and the women were not acquainted with each other. At the 
time of these interviews neither of the patients knew what 
was in her medical records relative to the similar 
situations which they described to their physicians; but 
each speculated as to what they believed to be in the 
medical record.
The NBW consulted a physician, a family practitioner, 
who was recommended by the patient's pastor with whom the 
woman consulted about some "personal problems" she states 
she was experiencing. The patient's record discloses that 
the physician and patient "discussed these problems 
specifically, and an appointment was made" with a clinical 
psychologist recommended by the physician. Although the
185
physician refers to "problems," no where in the record does 
the physician indicate what the problems are nor what type 
of problems they are.
The record does show: "Impression: Depression" [and]
"Recommend: Will prescribe anti-depressant if therapist
thinks this would be advisable." Also recorded in the 
record are statements that the woman was recommended by her 
pastor without mentioning his name. In addition are the 
patient's specific place of employment and her position 
there. Further, the physician records the name of the 
recommended clinic, its location, and a written statement 
that "if the patient did not find this situation compatible 
with the [name of clinic] recommended by the physician, then 
the physician would "try to schedule an appointment with 
[name of physician], a psychiatrist." The attending 
physician again names the name of the city and state where 
that particular psychiatrist practices, and reports the 
anti-depressant medication that the physician prescribed as 
per the psychologist's recommendation.
As previously noted, at the time of the initial 
interview for this research, the NBW did not know if the 
physician had recorded any of this information in the 
patient's chart. Although she had "never thought about what 
was written in my medical record," she stated that she had
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"a feeling that the doctor had entered what was talked 
about" in the patient's record. The NBW further stated that 
she was not concerned with the content of what the physician 
had recorded. Her concern instead was with how the 
physician had condensed "so much information in the medical 
record without losing its meaning."
Although she states she was not concerned with the 
content of the medical record, the NBW patient admits that 
at the time of the visit, she withheld some information 
including the name of a person involved because the "doctor 
might recognize who that person is or may even know them." 
But the patient did not request that anything be held out of 
the record. Only upon her receiving the medical record from 
the medical clinic before giving it to me, did this patient 
discover exactly what was written relative to what the 
patient had said. And much like the NWB had sensed, the 
doctor had "condensed" the essence of their consultation 
along with the recommendation and prescriptions for the 
patient. The NBW stated that the record accurately 
portrayed what had taken place and thought the physician's 
summaries were appropriate.
In keeping with this scenario, one of the BW from this 
study discussed a similar incident with an OB.GYN. physician 
whom she was seeing for a regular checkup. During the
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course of the consultation, the patient-respondent states 
she revealed to the physician that she had been "severely 
depressed" and "openly discussed" what she perceived to be 
her personal problems without any mention of "physical and 
emotional abuse she experienced from her husband" because 
she did not believe those problems to be related to the 
"emotional problems" she was having at this time. According 
to the BW, the physician was easy to talk with and seemed 
sincerely concerned. And upon the patient’s request, the 
physician recommended a psychiatrist and made the 
appointment in order for the patient to see the psychiatrist 
sooner.
The BW, as with the NBW, did not know what the 
physician had recorded in her record, but stated that, 
although she had not requested that anything be left out, 
she did not "think that anything beyond the information from 
the physical exam had been mentioned" in her record. Upon 
being asked, she went on to state that "this doctor just 
doesn't seem the type to air things of such a personal 
nature for anyone who reads that chart. Everything we said 
just seemed to be completely confidential— between just the 
two of us."
The medical record confirms the patient’s belief. 
Nothing was recorded formally in the patient’s history and
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physical portion of the record regarding her personal 
problems or emotional state. Nor was any reference in the 
medical record to the "sleeping pills" which were prescribed 
to the patient, or the referral to a psychiatrist. When the 
patient returned on a follow-up visit to the OB.GYN. 
physician, she revealed additional information about her 
husband's extramarital affair and possible involvement with 
drugs. She did not mention that her husband was a batterer.
Although she was aware of her husband's affair and drug 
involvement earlier on her previous visit, she did not 
reveal this to the physician because, as she states, "she 
wanted to protect her husband's reputation." The woman 
reports that the physician "reprimanded" her for not having 
told him about "all of this during her previous visit." The 
physician explained that this information was significant to 
her receiving the appropriate treatment.
The physician went on to tell her that if he had known 
the details of her situation that he would not have 
recommended a psychiatrist for her even at her request 
because he did not believe that her situation warranted that 
type of treatment. He added that, based on her husband's 
behavior, it was he who needed the psychiatrist and that her 
reaction as a result of her husband's behavior was to be 
expected under the circumstances.
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She did not, however, on any occasion reveal to the 
physician that her husband had physically abused her. She 
states in this interview that because she believed that she 
and her husband would "get things straightened out, so there 
was no need for anyone to find out about the battering since 
she did not believe it was relevant to this situation." By 
not telling anyone about the abuse, this woman states that 
she was protecting her husband because the physician might 
know him professionally.
Therefore, her decision not to tell her physician was 
not based upon the physician’s behavior, nor upon the fear 
that the information would not be confidential. Her 
resistance to disclosing the battering was based upon her 
personal beliefs and values that prohibited her from telling 
the physician. By her own admission, the BW respected her 
physician's advice and believed any information told this 
physician would be held in greatest confidence.
As with the BW's former consultation, the record of 
this visit confirms the patient’s reason to trust the 
physician’s confidentiality. Dated, handwritten, cryptic 
notes were sprawled across a partial sheet of paper in a 
pattern that makes sense to the physician who wrote them and 
even to the patient when she read them. That is, the notes 
would make sense and have a different meaning for any person
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who had been privy to the physician and patient's 
conversation.
The physician recorded: "multiple situational problems 
— Discussed = lonçr talk" [underlined twice]. These entries 
were written somewhat in a pattern of columns as were a 
prescription and the purpose of the prescription, which was 
for a physical condition. Further, the prescription could 
have been related to "situational problems" for someone 
reading the chart who did not know the nature of the "Iona 
talk. " According to the attending physician, both the words 
and the way they are arranged on the paper, along with the 
symbols such as arrows, equal signs and double-underlining 
have a definitive meaning to only the physician-author.
In both of these cases, the BW and NBW patients had a 
accurate sense about what the physicians were entering into 
the records. While neither of the patients requested that 
the physicians keep anything out of the record, both of them 
withheld information from the physician. Their secrecy was 
not the result of mistrusting the physician nor for the sake 
of the record. Their secrecy resulted from their desire to 
protect the privacy of persons whom the physicians might 
have known.
Given both of the previous examples in their 
interviews, physicians in this study are not in agreement on
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the quality nor quantity of information that was or was not 
entered into the records of these two patients. In the case 
of the NBW, some of the physicians believe that the 
physician should have entered the patient's specific 
problems rather than "just stating that they 'discussed' 
these problems specifically," as one of the physicians 
states.
Whereas, other physicians agree with their colleague 
who states that the physician "absolutely" entered far too 
much information into the record. They share the same 
belief as the the physician who states that by "doing so, 
the physician is being unfair to the patient." These 
physicians also share the opinion of their colleague who 
states:
Doctors can no longer freely write in the patient's 
record what they think because there are too many 
prying eyes looking at the patients' charts and they 
[the prying eyes] do not have the ability, the 
information, the skill, and the knowledge to interpret 
what is written down there; often times it is not for 
medical purposes but for political campaigns, denial of 
benefits, all kinds of things that are not in the all- 
around best interest of the patient's treatment.
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In keeping with their respective positions, the same 
physicians, who believe that the first NBW's physician did 
not enter enough data, states that the BW's physician 
withheld far too much information and believed that while 
this is not unethical, that it "could possibly cause that 
physician some problems if some type of litigation 
transpired in that case, or maybe some problems with 
insurance," states one of the physicians. Whereas, other 
physicians in the study took exactly the opposite position 
based on the same reasons. They further state that the 
physician's ethical and medical responsibility is to the 
patient whose best interest is not served "if all of their 
personal problems are entered in the medical record," as one 
physician explains.
The "purists" (a term used by some of the physicians) 
insists on putting everything in the records because they 
believe they are obligated to according to what they 
perceive to be legally and professionally correct. Thus, 
they document everything based upon the belief that "we are 
supposed to for legal reasons and that is what we were 
taught in school," states one of the physicians. When asked 
about maintaining physician-patient confidentiality, these 
physicians explain that regulations and laws protect medical 
records from unauthorized reading audiences. But, as they
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State, when a patient signs a consent form allowing certain 
persons, such an insurance agencies and attorneys, to access 
their medical records, then those readers are authorized to 
have the records. Therefore, according these physicians, 
the patient must, in essence, be prepared for those same 
persons to use the information therein in any way that the 
reviewer-reader deems necessary.
However, this very point is one that "traditionalists" 
disagree with inasmuch as they contend that, as one 
physician states, "My first responsibility is to my patients 
and what is in their best interests." "Best interest" is 
defined by these physicians as that which is determined by 
both the patients and physicians in reaching the maximum 
health care for the patient without jeopardizing other 
aspects of their lives such as marriages, jobs, community 
image, etc. These physicians argue that in most cases when 
patients are apprised of the potentially vast reading 
audiences, they frequently request that certain information 
not be entered into their records. They went on to state 
that some patients, including battered women, who are 
willing to confide in their physicians, are not willing to 
confide simultaneously with the "office staff, the typing 
pool and certainly not everyone at Blue Cross, Blue Shield,
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or the courthouse." This statement is substantiated by a 
report in JAMA (1995):
More than 85% of American felt they could tell a 
physician if they themselves had been a victim or a 
perpetrator of family violence. This is slightly more 
than were willing to tell their priest, pastor, or 
rabbi and is considerable more than wish to tell a 
police office (p. 1791).
Further, the physicians in this study, who oppose 
recording all patient information, also contend that 
patients do not always realize that they are "signing away 
their privilege of physician-patient confidentiality" to the 
extent that they are when given release consent, as one 
physician points out. For example, insurance companies 
require that to be insured a client must sign a release to 
any medical records; that is, in advance of receiving the 
insurance for any medical treatment, they must sign a 
release consent. According to the physicians in this study, 
a release of this nature enables insurance agencies to 
access any and all portions of the patient-insuree's entire 
medical record(s), not just the portion pertaining to the 
insurance claim. Thus, as stated by one of the physicians, 
"such consent is through forced choice; that is, if you 
don’t sign the waiver, you don't get the insurance." As a
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result, consent of this nature includes all data resulting 
from physician-patient communication that the physicians 
enter into records.
This position is supported by physician Timothy 
Johnson, ABC News Medical Editor, reports (ABC NEWS 20/20, 
September 30, 1994) who states that what a patient tells a 
doctor may not stay just between the patient and physician 
once the doctor enters the information in the patient's 
record. Instead, the record "can also go to large companies 
which do nothing but compile and exchange your private 
medical information on behalf of insurance companies" (ABC, 
September 30, 1994). According to Johnson, "millions and 
millions of facts" from medical records of at least 15 
million Americans are stored at the Medical Information 
Bureau based in Westwood, Massachusetts. MIB is reportedly 
the largest database used by insurance companies in the 
United States. Hence, when a person authorizes the insurer 
to collect medical information, that person is allowing the 
insurance carrier to pass that information on to MIB who 
can, in turn, cull any information in the record from blood 
tests results to medication to psychiatric diagnoses to 
anything a patient said to one's own physician.
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Based on this breech of confidentiality within medical 
records, one of the physicians in this study explains the 
following:
Several years ago I was more complete in what I would 
write down in my medical records. I would include 
references to venereal disease or to a number of things 
like this that I would not record today. Now, I will 
commit a lot of information to memory and the reason 
for this is that the medical record is no longer a 
privileged piece of communication. Unfortunately, 
every time someone applies for life insurance or health 
insurance, they unwittingly sign away their rights to a 
complete copy of their medical records with various 
health institutions including physicians so that 
insurance companies can obtain a complete copy of the 
patient's medical record. And there may be some 
information on that record that is very personal and 
private. And quite honestly, people can view that 
record who are not physicians, they are not nurses, 
they are simply insurance clerks, and, in my opinion, 
they have no reason to view the private, privileged 
information that is on medical records.
Voicing their objection to this breach of privileged 
information, physicians here also include in their complaint
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a shared opinion that if "attomey-client privilege" were 
subjected to the same scrutiny and disclosure as that of 
physician-patient and the medical records, the "lawyers 
would be fighting it all the way to the supreme court as 
many times as it took to win back that attorney-client 
confidentiality," as one physician states. Yet, according 
to the physicians, the attorneys are some of the first to 
misuse and misrepresent the data in medical records. "And 
their misuse affects the nature of the patient's chart," 
explains one of the physicians in the present study.
Reportedly, the problems that people have when 
releasing their records for litigation is that in their 
belief that their attorneys would do nothing to cause them 
harm, they do not fully realize that the opposing attorneys 
have access to the same information as do their own legal 
counselors. The opposing attorney(s) in a legal case is not 
obliged to handle that person's medical information in the 
patient's best interest as is one's own attorney— nor as is 
one's own physician obliged to do. Thus, the legal 
ramifications raise another point of confidentiality that 
encourage clinicians to be selective about the data entered 
in the patients' charts as outlined in the following:
If you are working in the forensic area where the 
records are open, there could be things that happen
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that have nothing to do with the issue we are dealing 
with, but could be used in a prejudicial way. For 
instance, we will say we are dealing with a lady that 
is 35 and has some kind of injury, or maybe at this 
point, we are even talking about child custody, and in 
the history, I find out when she was 15, in high 
school, she got pregnant and had an abortion. That has 
nothing to do with this 20 years later; but what I 
know, from being in court, is that the other side of 
defense attorneys getting that little kernel of 
information, would most likely attempt to use it in a 
prejudicial way to inflame the jury against her.
As previously reported in this text, the point is made 
by a practicing physician that the discharge summary is 
written in language for attorneys rather than for the 
medical community. But even as early as medical school, 
students reportedly are taught what not to put in a medical 
record, such as the abbreviation W.N.L., while at the same 
time they are being taught "to put everything in the 
record." Both schools of thought are based upon the legal 
reading audiences.
Even if the record is not subpoenaed for legal reasons, 
an insurance clerk or even another physician on a PRO board 
possibly could have access to personal, confidential
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information although it would have nothing to with the 
injury/illness for which the patient is being treated; nor 
related to the subject for the PRO evaluation; nor might it 
have anything to do with the insurance claim being filed. 
Another point that the physicians make is that it is not 
far-fetched that some of those readers could know the 
patient personally; therefore, neither the patient's 
anonymity nor her confidentiality is safe. As one physician 
pointed out, "Let's be realistic, we all know that people do 
talk and worse, they do gossip."
In keeping with this thinking, in addition to 
withholding information from the records, the same 
physicians report that they also maintain a patient's 
confidentiality by withholding their names on certain lab 
tests. For example, they may send a send a blood sample to 
the laboratory under a "Jane Doe," or some other fictitious 
name. They do so in cases where the results could possibly 
be embarrassing to the patient, such as venereal disease, or 
when it might jeopardize the person's professional or social 
standing as in the possible case of AIDS.
By the same token, some of the physicians report that 
because they do not know who the reading audiences will be, 
along with eliminating certain information from the records, 
they will prescribe medications that are used for multiple
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reasons. For example, the medication Prozac is an anti­
depressant used only for the treatment of depression. As a 
result of prescribing such a medication with only one 
purpose, an "outsider" could immediately deduct what the 
patient's problem is. A similar situation was reported by 
CBS NEWS (July 22, 1996) when an AIDS patient was identified 
by the company's prescription plant that sent out a list of 
medications which were purchased by their employees. As a 
result, the employer's insurance was cancelled and job 
terminated.
The clinicians also explained additional reasons for 
evaluating the relevance of personal data in medical 
records. Relative to prescription-writing, a reversal of 
prescribing a multi-purpose medication is shown when 
physicians have a better understanding of what is thought to 
be "wrong with the patient" based on what is prescribed by 
the physician. Questioning the prescription in his case 
study, Cicourel (1983) points out that in the progress notes 
the physician states that "1.25 mg. of Premarin was started 
four months earlier by an internist, but we not know if this 
may have been a result of the patient's uterus being 'kind 
of spongy' or her being 'low in hormones' or the 'vulva 
irritation'" (p. 225) However, upon reading the progress
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notes, the physicians in the present study state that the 
Premarin was for all three conditions.
Research (e.g., CBS, 1996; Rothfeder, 1992) also shows 
that records are being sold to insurance companies, 
hospitals and medical clinics for research. As a result, 
everything including the patients' names, and demographic 
information is being sold with those records. Along with 
the selling of records, the contents of patient charts are 
being computerized with all the information in the record 
and this is including all of the physicians' handwritten 
notes. Because the insurance companies ask for the entire 
record, every note that physicians-authors write are 
included in the computerized version (Rothfeder, 1992) .
For example, if the patient expresses a concern about 
anything and the doctor makes a handwritten note such as 
"might be depressed, " all of that information will be sent 
to whoever is requesting the record and most especially MIB. 
Rothfeder (1992) compares MIB in the medical areana to 
credit bureaus in the financial arena because these agencies 
are secretive about what they have and the patient has a 
difficult time retrieving their records. And even after 
they have, the question arises as to how many times has that 
record already been duplicated and sold to other agencies 
for research.
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For these reasons, the physicians further contend that 
the reading audiences are far too varied and are often times 
without merit to have access to the complete medical 
records. Their argument is in keeping with Pagano's (1992) 
statement/ quoted earlier in this text, that "Literally, 
anyone who can read may be considered a potential user of a 
medical record" (p. 4). Therefore, the physicians who try 
safeguard against what they perceive to be invasions of 
personal privacy and a breach of physician-patient 
confidentiality, do not always enter all patient information 
in the patient's record, whether or not the patients are 
battered women.
C-Qding Terminology
According to Cicourel (1983), the medical interview and 
patient's history reflect aspects of two forms of literacy. 
Cicourel (1983) states:
The physician recodes the often ambiguous, rambling 
interview language into abstract categories that 
facilitate and depict efficient problems-solving; 
patients use a particular or restricted semantic domain 
to represent the beliefs they employ and create about 
their illness (p. 223).
As an added criterion, the third-party payors then 
require that the language used by the physicians in the
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medical record be recoded again. This came about in 1983, 
when the Health Care Financing Administration [HCFA] 
established new regulations and payment procedures (Pagano, 
1992) . Acting congruently, the American Medical Association 
(1983) stipulated that "the new prospective payment system 
[PPS] will pay hospitals a fixed amount per discharge based 
on the diagnosis of the patient" (p. 1).
The discharge diagnosis of a patient is ultimately the 
redefining or recoding of the attending physician's 
diagnosis, as explained by a hospital coder analyst in this 
study. This redefined diagnosis is based upon the coding 
system set forth in THE INTERNATIONAL CLASSIFICATION OF 
DISEASES [ICD-9-CM] and which, in turn, was implemented by 
the HCFA. The coding is based upon a Diagnosis Related 
Grouping [DRG] system which determines how much financial 
reimbursement physicians and hospitals will receive. The 
American Psychiatric Association also publishes a coding 
manual, DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL 
DISORDERS (DAM-III) which is used for coding mental 
illnesses. The coder analyst who was an interviewee for 
this study described this procedure as follows:
The DRG's are the reimbursement program that most of 
your insurances and Medicare pay by. Now, Medicaid 
doesn't pay by DRG, but your Medicare does and what
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that is the system that groups different codes into 
certain categories and that's what's called DRG's.
An example given is that the DRG will take all of the 
pneumonia and put them into one financial scale rate and 
this is what the physician and hospital get paid by. That 
is, "they have so much money allotted for this DRG rate and 
that's all you're going to get for that one area," according 
to the coder analyst. This example is supported by the 
American Medical Association's (1983) statement: "Payment
under the PPS is based on assignment of the DRG as opposed 
to the traditional method of payment based on actual costs 
incurred in the provision of care" (p. 2) .
The coding system is a topology utilizing "numeric 
codes for a wide variety of diseases, conditions, and 
situations" (Pagano, 1992, p. 2). Along with coder analysts 
in hospitals, this system allows medical records personnel 
in clinics to use the medical data from a medical record and 
translate it into a codeable diagnosis to be used by the 
appropriate insurance agencies (see Appendix S). Coding is 
routinely done by medical personnel as opposed to the 
physicians themselves. But, as pointed out by the coder in 
a medical clinic, the physicians "always have to sign off on 
the coded discharge diagnosis before it is submitted to the 
insurance agency; therefore, they must be in agreement
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technically with the coded diagnosis."
All of the physicians in this study report that they do 
not code. According to them, the usual procedure is that 
they "write up their records" and then send it to the person 
who handles the "coding end of the chart," as one physician 
refers to it. When physicians were asked the question,
"When would you use the code for "battered woman syndrome?", 
a typical answer is, "I don't code, I just write it in."
When the coders were asked how they would code battered 
woman syndrome, they stated that there is no code per se for 
BWS. After these interviewees explained the procedure of 
referencing and cross-referencing, they determine the 
diagnostic code is "battered adult, 995.81." The medical 
records personnel explains that this code covers three types 
of battering: battered spouse, battered woman or abused
person whose abuser could be a stranger. That is, according 
to the coder analysts, by using the discharge diagnosis 
code, a reader cannot determine if the patient was battered 
by a spouse or by a stranger. However, one of "three places 
in the charts where information about abuse would 
potentially be recorded" according to Warshaw (1989, p. 508) 
is the "discharge diagnosis" (see Appendices J, K, & L) 
similiar to what Warshaw used in her study as a point 
checked for information about abuse.
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The coders further state that they had never used this 
code, even though they had seen "battered woman syndrome" 
entered into the records by the attending physician. They 
also state that, in other cases, attending physicians had 
indicated in the record that the woman had been battered by 
an intimate partner, but the discharge diagnosis is not 
coded in relation to battering. Instead, the discharge 
diagnosis is based upon the primary injuries or illness that 
initially brought the patient to the medical facility.
The coder analyst uses a hypothetical example that a 
woman could have sustained injuries by an intimate partner 
and as a result she has a fractured arm. Even when the 
coder enters the code for "adult maltreatment syndrome, " the 
computer prompts a reminder to code the injuries that may be 
present. Then the fracture is entered separately with the 
accompanying information as is requested by the prompter. 
After all the information is entered, the discharge 
diagnosis is based on the fracture which, in turn, will 
render a $1,700 payment in this exemplar case because it is 
the principal diagnosis.
This hypothetical example is taken further in that the 
female patient received a fractured arm as the result of her 
husband's abusive behavior. The fracture is still the 
principal diagnosis; but during the course of the
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examination, the physician discovered she has "diabetes 
mellitus, insulin dependent, which would give you a 
complicating effect." This increases the DRG from $1,700.00 
to $3,067" just because I added the diabetes," as 
illustrated and explained by the coder analyst.
But in the case of the adult maltreatment syndrome 
diagnosis, it has to be coded as a secondary diagnosis 
because as the analyst stated, "someone just being treated 
for that would not be a classification to bring them through 
the emergency room or perhaps even to the hospital." And 
because adult maltreatment syndrome is not a complicating 
factor, no additional monies will be paid for it. Further, 
even though the battering, the fractured arm, and the adult 
maltreatment syndrome are related, they are not considered 
complications. However, even though the diabetes is not 
related to the fractured arm, it is a complicating factor 
that will generate additional insurance payments when 
treated regardless of the relationship or the lack of 
relationship between the complication and the discharge 
diagnosis.
The physicians' accounts of the DRG's diagnostic coding 
agree with the medical records personnel's depiction of the 
codeable discharge diagnosis. The physicians explain that 
when a physician treats a patient for an injury in the
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emergency room or a clinic, or when the patient is 
hospitalized for those injuries, the physical injuries will 
be the primary diagnosis for the third-party payors to 
appreciate the gravity of why the physicians treated her or 
put her in the hospital. According to the coder analyst, 
"Domestic abuse will be down on the bottom of the list."
In this study, physicians agree that most third-party 
payors will consider domestic abuse as a social illness and 
not a medical illness; therefore,"they will be quicker to 
deny the claim of the hospital and the costs that goes with 
it," states the coder. As a result, discharge diagnosis 
will be "coded out to the highest code to correspond with 
the intensity of the medical care rendered, i.e. 
hospitalization," explains the coder. That is, the coded 
discharge diagnosis will be determined on the basis of the 
injury which took her to the emergency room, to the clinic 
or into the hospital; it will not be on the basis of 
battering or domestic violence which impacted the entire 
episode which led up to the presentation in the emergency 
room or in the hospital.
Thus, in addition to the prior analyses made within 
this text on language used by physicians in the medical 
records and the interpretation made by physicians and other 
reading audiences, the language in medical records is also
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affected by specifications stipulated by DRG and third-party 
payors. Subsequently, physicians succumb to these 
requisites of codes when attending to discharge diagnosis in 
medical records.
Summary
The various reading audiences do affect the way 
physicians attend medical records for battered women. 
However, the effect is not limited to the records of 
battered women, but extends to records of other patients 
also and in the same manner for all patients. The 
physicians uniformly adhere to the DRG coding systems 
wherein third-party payors summit payment based on PPS's 
fixed amount based upon the diagnosis of a patient. All of 
the physicians indicate that the diverse reading audiences 
affect the way that they attend to all medical charts 
including those of battered women.
However, although all the physicians are affected, they 
do not respond in the same manner in the way that they 
attend to charts. As a result, some agree that everything 
about the patient should be documented. Whereas, others 
believe that data should be withheld in order to protect the 
patient's rights of privacy.
Some of the physicians believe that because patients 
have to sign release consents in order for the records to be
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read by any other audience, physicians are not obligated to 
withhold information from the record. Conversely, other 
physicians believe that the patients are not always aware of 
the consequences therein; and even in cases when they may be 
aware, they are the victims of forced choice in order to 
receive insurance coverage. The physicians who believe in 
completely protecting the confidentiality of patients 
sometime withhold information at the physician's own 
discretion and/or sometimes at the request of the patient. 
Subsequently, information communicated by medical records 
does not always reflect the content of consultations 
battered women have with physicians and clinicians. 
Therefore, health records do not always accurately reflect 
the quality of care and intervention procedures that are 
sometimes administered to battered women, non-battered women 
and patients in general.
In this study, all of the physicians believe that they 
are acting in the best interest of their patients first and 
foremost no matter where they stand on documentation and 
confidentiality. No matter which position the physicians 
take on documentation and confidentiality, the physicians 
are in agreement that medical records sometimes have the 
potential to have a negative impact upon a patient's public, 
personal and professional life, in conjunction with what
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they may or may not tell the attending physicians. All of 
these factors affect the content of medical records.
The Relationship Between Medical Records and 
the Quality of Care and Intervention 
Administerejj. by Physicians .to Battered. Women 
The physicians' statements on this topic address two 
major concerns: (1) the matter of a physician's not knowing
that a patient has been battered either because the 
physician does not suspect, or because the patient does not 
tell the truth about abuse even when she is asked, and (2) 
the matter of patient confidentiality taking precedent over 
data recorded in the chart.
As stated earlier, studies (Hamberger, 1994; Hamberger 
et al., 1992; McLeer, 1989; McLeer & Anwar, 1987, 1989; 
Meyer, 1992; Stark & Flitcraft, 1988a, 1988b; and Warshaw, 
1989) indicate that medical records do not show that 
battered women receive health care germane to their being 
assaulted, beyond the immediate treatments received for 
their primary physical injuries/illnesses resulting from the 
battering. Along these same lines, reports also show that 
patient records disclose a lack of follow-up treatment and 
constructive intervention for women who suffer both 
physically and mentally from abusive behavior of their 
partners' (Perrone 1992a, 1992b; Stark & Flitcraft 1988a,
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1988b; Warshaw, 1989; and Wood, 1992).
In agreement with the views of the above critics, some 
of the physicians in this study state that they believe in 
documenting everything that transpires between a physician- 
patient. On the other hand, other physicians interviewed 
here readily admit that they do not report all patient data 
in the medical records. This void pertains especially to 
information which physicians consider to be of a 
confidential nature when relating to personal data of 
patients. To protect that confidetiality, these same 
physicians will prescribe multi-purpose medications in order 
not to devulge the specific condition being treated.
Further, prior information within the context of this 
dissertation reflects that battered women do not always 
report factual information about their injuries/illness. At 
other times, just as with non-battered women, they also 
withhold information. Their reasons for withholding 
information fall into two broad categories. Those 
categories are (a) they do not believe it is relevant to the 
immediate existing problems or conditions, and/or (b) they 
do not want to disclose that part of their lives for various 
reasons, such as protecting the privacy of their batterers.
In addition, both physicians and battered women in this 
study admit that health care providers sometimes do not
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suspect battering because the providers do not always know 
how to detect the symptoms of battering, and/or some 
battered women are experts at concealing their abuse from 
their physicians, as well as from their family members and 
from their closest friends. Thus, an array of different 
philosophies, theories, reasons, and behaviors are presented 
from the physicians and the battered women, as well as with 
the non-battered women participating in the present study. 
Nevertheless, without exception, the physicians, in every 
case, recommend intervention measures on the part of 
physicians to their patients when battering is known. 
iBtgrygntion
Although the physicians in this study agree upon the 
types of intervention they generally recommend, the 
patient’s financial means, the availability of counseling 
services within the area, and the severity of the battering 
also help shape the physicians recommendation to their 
patients. A recommendation that was echoed by all of the 
physicians is that they recommend psychologists to their 
patients as indicated in the following:
I am generally sending women to psychologists or 
licensed counselors. . . .  I don’t that often use 
psychiatrists because I use psychiatrists when a woman 
has a true psychiatric illness, manic depression, or
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something psychotic because a psychiatrist is often 
more focused on managing the medications; and I want 
someone who will actually explore the behavior, explore 
options with the patient [battered woman], give them an 
objective look at what is right and wrong about their 
relationship.
In the rural areas where no psychiatrists nor 
psychologists are available, physicians advise their 
patients to seek counseling at, as one physician describes, 
"what we call the mental health facility or to the battered 
women's shelter." The physicians state that usually the 
counselor in these cases will have a masters degree in 
social work or in guidance and counseling. Usually, they 
are not licensed psychologists.
Too, physicians qualify that the patient's financial 
means frequently affects the type of intervention; that is, 
whether or not they have insurance, Medicaid or welfare.
For example, one physician states, "for welfare, the only 
choice I have is the state system" when recommending help 
for a patient. "If you have no money, you have no choice;" 
another physician explains, "and if you have money or 
insurance, there are more choices which do not limit 
themselves to the local area."
The severity of the battering also determines what the
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physician recommends. In some cases when a physician thinks 
that the woman is in immediate danger for her life, the 
physician's suggestion is that "We need to get you to a safe 
place. We need to get you out of this situation." One 
physician states that he always asks, "Would you like me to 
talk to the sheriff's office or the police department? I 
will help you get in touch with people that can get this 
stopped."
A surgeon in this study relates a case where he called 
the patient's parents to take her home upon her release from 
the hospital because she was at such high risk to be around 
her husband. When the patient came into the ER, the surgeon 
performed emergency surgery on the woman and admitted her to 
the hospital. Her husband's physical attack was the initial 
cause of her injury which, in turn, required major surgery.
The "high possibility of a rebleed from any type of 
injury, intentional or accidental, puts her in grave danger 
due to the past surgical repair" (from the patient's chart). 
Therefore, the surgeon states, during this interview, that 
he took the necessary steps to keep her away from her 
husband by telling her parents to take her to their home and 
to protect her from further encounters with her husband.
The surgeon-attending physician, by his own admission 
here, counseled the patient regularly while she was in the
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hospital. He not only advised her to divorce her husband, 
but he also encouraged her to press criminal charges. Upon 
her discharge from the hospital, the physician further 
recommended that she seek counseling at a battered women’s 
center when she was well enough.
Along with the physician in this case, the patient is 
also an interviewee for this research project. She, too, 
states that this physician, whom she had never met before 
this incident, did intervene and was responsible for her 
taking the necessary action to press criminal charges 
against her husband, to divorce him, and to go for 
counseling in the city where she resided.
However, none of the information regarding the 
intervention measures including counseling, the discussions 
about filing criminal charges, nor the divorce appear in the 
medical record. Nor, does the record show how the surgeon's 
wife (who was not acquainted with the patient) bought books 
on battering which she gave to the patient during her 
hospital stay. However, in addition to the medical data 
which is recorded under the title "BRIEF HISTORY," the 
physician enters the following battering information into 
the patient's chart:
[The physician records medical data regarding the 
patient's social history and symptoms surrounding her
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visit to the emergency room and what transpired with 
the ER physician who consulted with the surgeon writing 
up this chart. After that history the following 
appears in the record.]
According to the patient and her spouse at the 
time of admission they were in somewhat of denial as to 
exactly what took place. Although the husband was 
adamant that he had caused the injury by his knee as 
they were frolicking on Friday evening August 16, 1991. 
They were out at [name of lake] with the spouse's 
parents for the weekend. He states that the ethyl 
alcohol was the problem resulting in the injury to her 
abdomen.
Following a telephone announcement to [patient's 
name] mother of the necessity to take her to surgery, 
she had asked if [husband's name] was the cause of the 
injury. I acknowledged that he said in effect he was 
but it did not initially appear that there was any foul 
play. [husband's name] then volunteered that 
information later that he also ruptured her eardrum on 
a previous episode earlier in their marriage. Prior to 
surgery it was noted that she had a small ecchymosis 
around the upper eyelid, no history of an injury to the 
eye. This was before surgical intervention.
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Subsequently during her hospitalization she had a 
perioral ecchymosis and according to [patient's name], 
she was hit in the left eye.
[At this point in the record the physician returns to 
describing medical data regarding the surgery and past 
medical history of the patient. After that 
information, the physician addresses the battering 
episode again.]
My final impression is, in addition to the above, 
battered wife syndrome. The patient on further 
questioning admitted that she had not told the complete 
truth in regard to the accident and that there was body 
contact by her spouse. I did not ask her to go into 
details in regard to the injury and asked her in effect 
not to do so because of the medical legal implications 
but acknowledged that this did occur and that 
[husband's name] did admit to injuring his wife with 
body contact.
[At this point another page containing medical data 
appears in the record.]
This is a case in point where the physician does indeed use 
strong intervention methods. Although he does make a record 
of the battering, he does not make a record of the 
counseling he gave the patient, nor the actions he took
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according to accounts of both the physician and the patient. 
A letter expressing her "eternal gratitude" and "love" for 
both the physician and his wife appears in the patient ' s 
medical record.
The patient reports that the surgeon confronted both 
her and her husband's about the violent injury. She states 
that the confrontation was the reason for the husband 
admitting to any battering behavior— not the result of her 
husband's volunteering any unsolicited information as the 
record may indicate. The patient clarifies further that the 
physician insisted that he would not release her from the 
hospital until she agreed to go home with her parents. She 
then told the physician that she was afraid that her husband 
would kill her dog if she did not go home with him. The 
physician, in turn, advised the parents to go to the 
patient's home, get the dog and bring it back to the 
hospital, at which time the physician specified that he 
would sign the release form for their daughter to leave the 
hospital.
These narratives are not in the medical record, but are 
accounts given and substantiated by both the patient and 
physician who also authored the medical record. The record 
does not reflect the hours that the same physician sat 
waiting to testify in court on behalf of his patient who did
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bring criminal charges against her husband. Nor does the 
record show that he went to court again to testify in her 
divorce case in another city. Although he had been 
subpoenaed to testify as an expert witness in both cases by 
different attorneys, in different cities, he was not called 
to the stand to testify in either case. Nor does the 
patient's chart reflect that she went into counseling after 
leaving the hospital, upon the advice of the physician whom 
she had never met prior to the incident and to whom she 
gives credit of her acting on getting out of the abusive 
relationship.
When asked if this is his usual procedure for the 
physician when dealing with battered women, the physician 
admits that it is not. He explains that the individuals 
involved, the situation and extenuating circumstances 
determine what measures he takes with any patient, not just 
battered women. The physician also acknowledges that he 
does not always record battering in the patient's history, h
However, for records in which the physician has not 
entered the battering data, he can give a full account about 
the battered woman, her spouse, her children and her family 
of origin; that is, he knows the "rest of the story." He 
exemplified this during the interview sessions. Although 
the data is not always in the record, this type of "mental
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history," as one of the physicians refers to it, is in 
keeping with what the physician knows about all of his 
patients not just the battered women.
Patient Narratives
In the present study, physicians' maintaining mental 
histories on patients is characteristic of the physicians no 
matter what their stand is on record keeping. Without 
breaching patient confidentiality, and in conjunction with 
the subject at hand, the physicians promptly recalled 
certain histories and physicals concerning patients and the 
incidents surrounding the topic being discussed. While 
telling the patient's story, they usually "pull the record" 
to verify the medical data regarding what they are saying. 
This trait is particularly salient among those who do not 
believe that all patient data should go into the record. 
They, in turn, report what is in the record, usually by 
reading it aloud; then they report what is not in the record 
and the reason it is not.
One instance that stands out in the transcripts is a 
physician who, while reading the chart, describes an injury 
to the patient's right ear. What is not in the record is 
that she was driving a pickup truck when her husband became 
angry and hit her. This accounts for "injury to the right 
ear instead of the left ear since her husband is right-
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handed." The physician points out that ordinarily the 
injury would be to the left ear when someone is hit by a 
right-handed person.
The patient's chart does not reveal the seriousness of 
this ongoing abusive relationship which also includes the 
father's having shot his daughter's husband because he had 
brutally beaten her. Nor does the record reveal that the 
woman has told her physician (prior to telling me) that "If 
he ever hits me again, I will either kill him or he will 
kill me, but I will not leave my home." Neither does the 
record reveal the intervention techniques that the attending 
physician has continued to do over the past several years in 
an effort to protect his patient and to persuade her to get 
out of this relationship. In spite of these efforts, she 
remains in the relationship. However, her physician knows 
her story, her father's story, and her husband's story 
indepth. And the patient's story is the same as that of the 
physician told to me prior to the patient's giving me the 
same account. But none of these narratives are in the 
record.
All of the battered women interviewed here state that 
they had received some type of intervention from their 
medical health physicians, regarding their battering 
relationships. In each case, the women relate that their
223
physicians recommended some type of counseling upon their 
learning about the abuse. The patients also recall that 
each of their physicians, upon learning about the battering, 
also offered professional help to the women and discussed 
different alternatives available to the patients. All of 
the battered women, having been in some type of counseling 
for battered women, attribute their going for counseling as 
the direct result of their attending physicians. Also, in 
this study, the battered women who had left their battering 
relationship attribute their leaving to their attending 
medical physician, not to any counselors or therapists.
While all the physicians are in agreement about 
intervention, not all of their records reflect their 
intervening efforts. Nor do all of their records reflect 
the counseling that the physicians personally engage in with 
their patients. One of the physicians clarifies his method 
for discerning how he sometimes decides what to enter into 
the charts of battered women whom he sees:
I will record it [battering] sometimes. Or I will ask 
her if she wishes me to record it. If she has bruises 
on her face and body and obviously she has received 
trauma due to assault from another individual, then I 
will ask her if she wishes for me to record my 
observations. Most individuals who have been seriously
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assaulted physically will agree for this information to 
be recorded. But if they are treated harshly, 
psychologically abused, or they may have been slapped—  
these patients do not want it recorded because they 
have not reached a place in their life that they are 
ready to made a decision to (1) press charges, or (2) 
dissolve the marriage or the relationship, or (3) 
report this person to police, etc. Until the time that 
patient makes the decision that they will stand up for 
their rights, they usually like to hide this 
information.
As previously shown in the present study, the battered 
women's observations about themselves are much the same as 
the above physician. They conclude that until they were 
ready to decide on one of the above steps of action, they 
kept their battering a secret, and in some cases not only 
from their physicians, but also from their family and 
friends. They further state unanimously that their 
decisions to disclose the abuse was based on a near death 
experience at the hands of their husbands. As a result, the 
women have either done one or a combination of the choices 
pointed out above. Four of the five reported the 
incident(s) to the police; one of the five pressed criminal 
charges; and four of the five finally divorced their
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husbands.
All of these incidents coincide with the time when data 
about their abuse is first recorded in their medical health 
records and about the same time as the initial date in their 
mental health records or when they began to get counseling. 
This is not to say that the physicians did not know about 
the battering until then, it is to say that the physicians 
did not always record the battering until their patients 
changed their thinking about the battering.
From the medical health records of the five battered 
women, battering was mentioned in four out the five cases.
In each of the four cases, battering reported in the health 
records was at the same time that the women's decided to 
take some definitive action related to their violent- 
intimate relationship. This is in keeping with what the 
physician pointed out earlier in this dissertation. That 
is, the physician statated that he allows his patients to 
make decisions about what they want in their records and the 
time they will accept intervention measures. That time, 
according to the physician, usually coincides with when they 
want the battering to be recorded in their records. The 
battered women and their narratives support this theory.
Although, the medical records of the fifth battered 
woman did not reflect battering, she reports that on more
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than one occasion the attending physician had stated that 
her husband's psychological abuse was the provocation for 
her physical ailments. This is another indication that 
because battering is not reported in the record is no sure 
indicator that the physician and patient are not discussing 
her battering situation.
Some of the physicians here believe it is the right of 
the patient, including battered women, to choose if and when 
they want their "private business made public." Some of 
these physicians do not believe it is the professional right 
or responsibility of physicians to make the personal 
business of their patients' intimate relationships a public 
matter by recording it in their medical charts.
Their thinking relates to Cicourel's (1983) appraisal, 
based upon research by Tversky and Kahneman's (1981), of the 
manner in which patients are sometimes presented with 
options. Summarily, Cicourel (1983) states, "The patient 
faces a decision problem, and may have definite preference; 
but the professional-bureaucratic context can influence the 
preference by the way the problem is framed" (p.236). 
Conversely, some of the physicians in this study believe 
that it is their professional responsibility to present the 
various options to battered women, lend their professional 
advice, and, as a result, let the patient make an informed
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decision based on what she believes is right for her.
Their position on this issue is in agreement with those of 
Beauchamp and Childress (1994), Hamberger (1994), Hyman et 
al. (1995), McLeer and Anwar (1987) and Sassetti (1993) who 
believe that patients should be given their options, but 
then with the physician's guidance, the battered woman 
should be allowed the autonomy for choosing what she 
believes is best for her. Hamberger (1994) states:
The physician should also avoid simply telling the 
patient to leave the abuser; this is often a difficult 
and dangerous process that can result in severe injury 
and even death to the battered woman. Therefore, the 
choice to leave should be left with the patient, 
although safety planning and follow-up visits can 
include discussion to lay the groundwork to support a 
decision to stay or leave (p. 32).
Patients' preferences in decision-making stem from 
their "values, beliefs, habits, and personal 
characteristics" which may not be known to their physicians 
and "only become partially known during the course of 
several encounters over a considerable period of time" 
(Cicourel, 1983, p. 236). During the process of decision­
making, the physicians here believe that the patient should 
get to determine who knows about her personal relationships
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via medical records.
Summary
Although the physicians in the present study do not 
agree about what should or should not go into a patient's 
chart, they unanimously agree that when battering is known 
or suspected, physicians have a professional responsibility 
to take intervention measures. The physicians here also 
report that they recommend some type of counseling to the 
battered women in their practice. Further, they advise 
patients of their different options, such as safe houses, 
battered women's shelters, police protection and social 
services.
While the records do not always disclose as much, the 
physicians maintain that when they know a patient is in a 
battering relationship, they counsel the patient regarding 
her individual situation and give her added support and 
information while she decides what course of action she 
wants to take. Finally, when the physicians do not enter 
the battering data into the records, they keep "mental 
records" which they can promptly draw upon when relating to 
their patients' histories, narratives and particular topics 
of relevance.
The battered women in this study support the physicians 
positions. These patients also report having experience the
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type of intervention methods referred to by the physicians 
here. As a result, the women here believe that theirs is 
quality health care and follow up procedures practiced by 
the attending physicians.
The Impact ,gf Medical Records on the Health-Care
and Intervention for Battered Women 
Again, the point is made by the physicians in this 
research that documentation and verification beyond the 
objective medical facts, for the most part, is for reading 
audiences other than physicians and nurses. The general 
attitude among this group of physicians is reflected in one 
of the physician's statements that "any major detriment done 
to a patient is not usually based on what a physician leaves 
out of her chart, but what a physician leaves out of her 
treatment." Physicians specify that a major detrimental 
effect of documenting battering as the cause of an injury or 
illness can affect the patient negatively in different ways. 
Although battering information in patients' records has had 
no adverse effects for their patients financially, the 
physicians here agree that battering data in medical records 
can have an adverse affect from third-party payors.
These claims are substantiated by reports of Cable News 
Network, Inc. (Morning News, March 20, 1995) stating that 
companies, such as Nationwide, Allstate, State Farm, Aetna,
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Metropolitan Life, and the Equitable Companies, have 
canceled coverage to battered women. According to this 
report, these major insurance companies analogize between a 
woman who remains in a battering relationship where injuries 
are incurred repeatedly is much like a diabetic who does not 
take insulin as prescribed. Thus, some physicians in this 
study state that by citing battering as a primary or 
secondary cause is not only inappropriate coding and 
unacceptable procedure, but entering the battering aspect 
into a woman’s chart can jeopardize her third-party payor 
benefits, along with other personal, social and professional 
aspects of her life. The physicians do not limit this logic 
to only battered patients, but to patients in other with 
other medical conditions as well.
The physicians in this study know from their patients' 
experiences and from the physicians' own experiences as both 
patients and as physicians that third-party payors do use 
the medical record as a means not to render financial 
benefits to patients-clients. According to the physicians 
in this study, third-party payors also use medical records 
as a means to terminate insurance benefits.
As a result, some of physicians state the reason that 
their battered women patients have not experienced any 
negative effects from their insurance providers thus far is
231
that the physicians do not always record battering in the 
patient's chart until that patient has decided to take some 
definitive action about changing her battering environment. 
And these particular physicians treat other patients in the 
same manner. That is, they do not always record all of the 
patient information in the record so that the patient's 
health care will not be interrupted by non-payment by the 
third-party payors.
Based on their knowledge for what third-party payors 
will and will not render financial benefits, some of the 
physicians in this study state that in the medical records 
they will show treatment on a patient for some condition 
that is really secondary or similar to the primary medical 
cause for which the physicians are actually treating the 
patient. In turn, the physician will not list the primary 
cause of treatment, nor the medical treatment they are 
actually administering to the patient, in order that the 
patient will not lose insurance benefits. This is another 
example, too, of physicians in this study reporting that 
they use multi-purpose medication in order that authorized 
readers cannot determine the illness based upon the 
patient's prescribed medication that is intended for only 
one illness or condition.
Thus, the patient's record will reflect a related
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medical condition that is comparable in treatment and 
medication in order that the patient can afford to continue 
receiving necessary treatment over a longer period of time 
for the more serious medical problem that otherwise would 
not be adequately covered, if at all.
One of the physicians in this study plainly states that 
this is, in fact, "falsifying" medical records inasmuch as 
the medical services and treatments that are being performed 
are not the ones that are being reported. The patient is 
made aware of what the medical facts are in contrast to the 
medical data reported in the patient's chart. The 
physicians' rationale in such cases is that the patients 
need the medical treatment and it is the responsibility of 
the physician to facilitate their patients in receiving the 
medical treatment needed— in spite of the third-party 
payors. In this study, physicians believe that they are 
acting in the best medical interest of their patients and 
that it is their ethical and professional duty to do so.
Furthermore, physicians-respondents predict that 
writing records in this manner will surely be on the rise, 
especially with managed health care becoming such a 
prevailing factor in the medical profession and treatment of 
patients. Physicians here also predict that managed health 
care will clearly affect how battered women's medical
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records will be written, more in the future than they have 
been affected in the past by insurance companies. As a 
result, less not more information about their battering will 
be entered in their records in spite of the present demands 
being made by some that the physicians should enter all 
patient information in the record.
Impac.t .of Medical .Kealth R&ggxds -g.n .Battsre.d-W.omsn
As pointed out earlier in this text, the patients here 
seem to have an accurate sense about how their medical 
records are being kept and the overall tenor of the chart 
based upon their impression and rapport with its author. 
However, in this study, the battered women's attitude about 
their medical records differs somewhat from that of the non­
battered women. At the beginning of this research project, 
nine of the ten female patients interviewed were not 
apprised as to the information contained in their medical 
records. One battered woman had copies of her medical 
health records and she knew exactly what was in them as a 
result of civil action and criminal charges against her 
husband. She also has a clear understanding of what the 
data signified from a medical point of view rather than that 
of a non-medical person because her attending physician had 
explained the medical significance to her.
However, none of the other BW knew what their charts
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contained. Nevertheless, they were able to assess correctly 
the tone and general content of the records based upon their 
relationships with their physicians and therapists. In each 
case, the BW express concern about the content of their 
medical records and who might have access to them.
On the other hand, two of the NEW express a deep 
interest in knowing how the physicians condensed "so much 
information into such few words," as one of the NEW states. 
Eut neither of them was especially interested in what the 
physician wrote in the record. One other NEW voiced a 
"strong curiosity" about what was in their medical records. 
However, when one was given her records to transport from 
one clinic to another, she states that she "was not even 
tempted" to read them although she had them in her 
possession for about an hour. Another NEW replies that she 
has never been aware that the physician was even writing in 
her chart, nor is she concerned with what he writes in her 
chart. The only concern expressed by the fifth NEW was over 
how the information in her medical record could affect her 
insurance coverage "because I do not trust insurance 
companies."
In this study, none of the women believe there is a 
direct correlation between the medical records and their 
medical treatment. That is, as one EW states, "I care more
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about what the doctor does for me and what he says to me 
than what he says in my record. As far as I’m concerned, I 
don’t care if he puts anything in the record except the 
medical information— it would suit me fine if he didn’t."
Nothing said by the BW nor the NEW conflicts with this 
position. This point of view seems to reflect the overall 
viewpoint for both groups. Further, their opinions agree 
with the physicians in that what a physician might leave out 
of a patient’s treatment is far more important than the 
subjective data, narratives, or the data about battering 
which may be left out of the patient's medical record.
Impact of Mental Health Records on Battered Women
The subjective data and interpretations in their mental 
health records are a major complaint among the battered 
women in this study. One of the battered women maintains 
that the content of her mental health records was used as a 
bargaining device against her in a divorce over custody of 
her children. She further contends that the mental health 
records do not accurately reflect her history in its 
entirety nor in the context in which she related it to the 
clinician. As a result, "the record makes me sound like a 
raving, paranoid lunatic, although my husband was the one 
who almost killed me more than once and this was probably 
not even in the my records." The mental health records
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support her theory. Her near death experiences at the hands 
of her husband are not recorded in her mental health record.
Another battered woman echoes this experience although 
she had not seen her mental health records. She states that 
no matter what she told the psychiatrist and the clinical 
psychologist who worked together, she "always had the 
impression that they were not listening to me. Instead they 
were interpreting what I saying to fit their stereotypical 
images of both a battered woman and a hysterical female."
In this case, although the patient had related brutal 
episodes wherein her husband had almost killed her, the only 
reference to the battering in her mental health records is 
where the therapist refers to an interview with the husband 
who stated that his wife had physically attacked him on more 
than several occasions. However, the BW denies that she 
ever attacked her husband.
When asked, this BW also states that the topic of her 
attacking her husband was never mentioned between her and 
her clinician. That is the therapist never mentioned this 
to her, nor asked her about it. Inferring from the 
interview questions that certain data was contained in her 
mental health records, the BW asked, "If that is important 
enough to put in the record, why was it not important enough 
[for the therapist] to ask me about[attacking her husband]?"
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The BW went on to ask if the therapist stated in the record 
that, as she did to her patient after seeing the BW’s 
husband, that when the clinician made a contradictory 
statement to the husband, he became so angry that the 
therapist "thought he was going to turn over her desk" in 
reaction to her remark. Although the BW reports the details 
of such a conversation as related by her therapist to her, 
no such reference exists in the record.
The battered woman also contends that her husband’s 
"violent behavior" nearly cost her her life on more than one 
occasion. Although she discussed this with both the 
psychiatrist and the psychologist who were working together 
with her as a patient, no reference to his violent behavior 
and the injuries she sustained as a result were reflected in 
the mental health records anywhere.
While being interviewed here, the woman freely admits 
that "the thought of that record getting out or ever getting 
into the wrong hands scares me to death." The woman makes 
reference to having not only to "live down the stigma of 
having been a battered wife, but if that record were found 
out, she would have to live down the added stigma of the 
misinformation that it creates." She further posits that 
not only does it deter her from entering any type of public 
forum or political arena which she had previously been
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considering, but the record causes her to "give pause to 
what I will ever tell any doctor for fear of how it will end 
up in a medical record."
This is also a concern expressed by physicians in the 
present study. One of the physicians states that many 
careers have been deterred or destroyed by a mental health 
record and in some cases a medical health record that was 
made public because the media could access these documents 
and expose the contents. According to Rosewater (1995), 
many clinicians are simply not educated about the problems 
of battering and to treat the victims of battering, 
therefore, misdiagnosis is a common problem for mental 
health-care providers when they meet a battered woman. 
According to Rosewater (1995) and Walker (1979, 1985), 
battered women have not only been mislabeled for having 
psychological personality disorders, but in some cases they 
have even been institutionalized.
In keeping with Rosewater's (1985) studies which 
substantiate that BW are often misdiagnosed, therefore, 
mislabeled, Saunders, Hamberger and Hovey (1993) also report 
concerns over improper diagnoses and the use of psychosocial 
labels stemming from their research. Along with other 
psychosocial labels, such as paranoid schizophrenia and 
manic depressive disorder, Saunders, Hamberger and Hovey
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(1993) report the label of histrionic personality as one 
erroneously assigned to battered women. This diagnosis 
indicates attention seeking and excitable behavior on the 
part of the patient. As brought out by Saunders et al. 
(1993), in this study, one of the battered women's mental 
health record reflects a diagnosis of histrionic 
personality— but no reference to her having been battered 
appears in her mental health record. The reference is 
instead that she had attacked her husband and this reference 
is based on his narrative to the therapist.
In another instance in this study, one of the 
therapists interviewed for this study stated that he was 
unaware that the client whom he had been counseling had been 
battered throughout her eighteen-year marriage. The 
respondent in this study states that she had told the 
therapist, during her consultations with him, that she had 
been battered. In turn, the therapist responded in the 
interview with me that he believed that the battered 
woman/patient meant that her husband had attacked her only 
one time. Therefore, this therapist counseled with a 
battered woman over a period of six months, and on two 
occasions counseled with her husband, as well, but did not 
pursue the avenue of battering, even though the patient had 
stated that her husband had choked her to unconsciousness.
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This record was not made available to me, but the interview 
with the therapist took place in the presence of the 
battered woman who also contributed to the
discussion/interview. The therapist was obviously surprised 
to learn that the one battering episode mentioned in the 
mental health record was not the only battering episode.
Although neither of these battered women above knew 
what had been entered in their records during the time they 
were seeing their therapists (the women were seeing 
different counselorss in different cities at different 
times), the women admit that they felt uncomfortable with 
these therapists. As a result, both of them stopped going 
for counseling based on their misgivings about the therapy 
they were receiving. When the BW were asked the reason for 
their anxiety, the women used descriptors such as "lack of 
trust," "lack of understanding," "misinterpretations" 
and "stereotyping" as characteristic of the clinicians' 
questions and statements. Their records support their 
apprehensions, as does research (e.g. Martin, 1993, 1995; 
Rosewater, 1985; Saunders et al., 1993; Walker, 1979, 1984, 
1985) regarding battered women's experiences in therapy.
Later these same two battered women above went to 
different counselors, again in different cities and at 
different times. Each of them was pleased with the clinical
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psychologists who replaced the previous clinicians they had 
seen as patients. Neither of the women were privy to their 
charts in these later instances either. Nevertheless, once 
again, their descriptions of the counseling sessions and the 
therapists were agreed with the content of their mental 
health records. In both cases, prior to knowing the content 
of their records, the women were pleased with the 
clinicians. In both cases, the patients related a "sense of 
trust" in disclosing their problems. Based upon what the 
women stated about their counseling sessions in these 
instances, the nature of their mental health records were 
both accurate and appropriate.
The records did not go into great detail, and were 
finite in what they stated. While the battered women had 
disclosed basically the same information to all of the 
therapists, the mental health records respectively do not 
"read" the same way. Varying with the authors and their 
interpretations, the records do not contain the same the 
information, nor the same diagnoses or impressions.
Along this same line, another clinical psychologist 
would not release the BW’s record. With the patient’s 
consent, he did, however, agree to an interview regarding 
his patient. The clinician appeared to act in the best 
interest of his patient and was not given to revealing a
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great deal about her records which he stated "as being 
little more than cryptic notes" (see T^pendix H) . He was 
cooperative and informative about matters in general 
regarding battered women and about the way that he attends 
to clinical records. The impression he left was in keeping 
with the impression his patient had of him; that is, that he 
could be trusted with the information given him during their 
counseling sessions.
Summary
The physicians and therapists here agree that anyone 
who authors a patient's chart should be aware that non­
medical reading audiences can and do use the document for 
reasons other than was meant by its authors. The physicians 
express a concern over how medical records can be used
against a patient as well as in her favor, the latter being
the purpose of the patient's chart. For the most part, they 
believe a patient has the right to have some say in what
goes into the record because it can affect her directly
other than for medical reasons.
The contents of their medical records can affect 
battered women inasmuch as their third-party payor benefits 
as well as their professional reputation and credibility, 
can be put at risk. This is not limited to battered women's 
records. The same risks also pertain to non-battered
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patients whose personal, social and professional welfare is 
sometimes jeopardized also. Along with these risks, the 
threat of third-party payors discontinuing or terminating 
financial benefits and/or medical coverage is also present. 
For example, such patients may include victims of cerebral 
palsy, AIDS or cancer, as well as patients who suffer from 
substance abuse, eating disorders, or sexually deviant 
behaviors. Some of the physicians in this study readily 
admit that they "dance" around putting some of these medical 
diagnoses and problems in the medical record. When they use 
the term "dancing, " the physicians mean that they know how 
to treat the patient in a medically appropriate manner, 
enter the necessary data in the records and, in some cases, 
help the patients to maintain their insurance benefits as 
long as possible to insure that their patients receive 
proper medical care. Furthermore, in addition to the strict 
insurance and government policies in place as regulatory 
agents, physicians here predict that as managed health care 
organizations progressively continue to govern financial 
benefits for patients, withholding certain data from medical 
records will become a more common practice for physicians 
with more patients and their medical problems.
Along with the physicians in this study, battered women 
also state concerns over the content of their records. Some
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have experienced how they have been affected adversely by 
what appears to them to be erroneous information based on 
misinterpretation of the clinicians who recorded the data. 
Neither the BW nor the NEW in this study voice a concern 
about medical records having a direct impact upon their 
medical treatment when only objective data is entered as 
opposed to subjective data, such as their own narratives. 
Nor is their concern with too little information being 
recorded in their charts. Instead, their concern is with 
too much information being recorded in their records. The 
battered women interviewed here believe that interpretative 
data, or what the physicians here refer to as subjective 
information, can be extremely misleading in medical records, 
especially in mental health records. Therefore, these 
responding battered women believe, as do the physicians in 
this study, that data should be recorded with a great deal 
of caution, if recorded at all.
In keeping with the battered women's opinion as stated 
here, Reynolds et al. (1992) state that, from their 
perspective, both readers and writers of mental health 
records should consider the following possibilities: 
that mental health records are not only recorded 
information, but also constructed interprétation; that 
mental health records are communicative acts that are
245
social as well as factual; that they are highly 
contextual, written within and for specific contexts 
but often then read with and for others; that not only 
the contents but also the language, focus, and form of 
mental health records reflect the biases of the 
professional communities for which and in which they 
are written and read; and that these communities are 
among the most complex in our society (p. 52).
As an example of this point, Reynolds et at. (1992) quote a 
school psychologist who reports, "I am currently working 
with a child who has been to six psychologists this year, 
and each report has a completely different diagnosis" (p.
52). As with the child in this case study, the battered 
women were assigned different diagnoses/labels by each of 
their different attending therapists. The different labels 
were based upon the therapists' different interpretations of 
the same narratives told the same way by the same battered 
woman.
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Chapter Four 
DISCUSSION
The purpose of this dissertation has been to examine 
the rationale used by physicians when reading and writing 
medical records for female patients who suffer injuries and 
illnesses associated with the abusive behavior of a violent, 
intimate partner. Grounded in Garfinkel's (1967) 
theoretical assumptions, the phenomenon explored here lies 
in the normal, natural problems arising from physicians' 
established reporting procedures which comply with their 
medical training, professional ethics and the rules 
stipulated by the medical and non-medical organizations for 
whom the battered women's records are kept. As Garfinkel 
(1967) stipulates, some of the troubles that physicians 
encounter result from their compliance with these particular 
standards. In the present study, these problems also 
encompass problems that physicians incur when treating 
battered women and generating medical records for this 
specific population of patients.
The present ethnographical study stems from prior 
studies voicing criticism about how physicians structure 
battered women's medical charts, pertaining to format, 
style, syntax and language. However, the main concern of 
this particular body of literature is not with physicians'
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competency skills in written communication, but with the 
physicians' failure to denote related and detailed 
circumstances of battering in the medical records of these 
female patients. While the phenomenon in the present study 
does not lie in written competency skills used by physicians 
when structuring medical records, this particular study does 
address some of the communication behaviors perceived to be 
problematic by those critical of what appears to be unclear, 
incomplete and misleading medical records for battered 
women.
This chapter includes the present study's findings 
which have emerged here from comparative analyses of data 
from medical records, transcribed audio-taped interviews, 
and field observations. Summarized in this chapter, these 
findings are consolidated in seven primary categories.
These basic categories pertain to physicians' perceptions of 
(1) the way they do medical records, (2) the functions of 
medical records, (3) the reading audiences of medical 
records and their objectives/concerns, (4) the effects of 
reading audiences on medical records, (5) the terminology 
and coding used in medical records, (6) the relationship of 
medical treatment and intervention with medical records, and 
(7) the impact of medical records upon battered women as 
patients.
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Also included in this chapter are the implications 
arising from the data assimilated from the comparative 
analyses. Finally, this chapter presents the limitations of 
the present study and directions for future health 
communication research on medical records for battered 
women.
Summary of Findings 
Hqw pjiysicians. .Po Medical Re.c.Qxds.-£Q.r-B.a.t.teced -Wornen
Although physicians interviewed for this dissertation 
studied medicine in different states and universities, their 
education and training for learning how to read and write 
medical records is basically the same. Their methods of 
writing include using medically universal, concise and 
objective language. Accordingly, when entering data into 
medical records, these physicians organize medical records 
primarily in the same way. In keeping with their education 
and training, the physicians here also retrieve medical data 
in the same manner. Thus, as shown in this particular 
study, physicians do have a way of reading and writing 
medical records.
The respondents report that they did not learn how to 
read and write medical charts in classes designed expressly 
for that purpose. Instead, they learned how to read and 
write medical charts in classes designed expressly for
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learning how to do histories and physicals. Physicians 
learn to do medical records in the process of being taught 
how to (1) gather patient information, (2) organize this 
information into subjective and objective categories, (3) 
apply medically accurate and appropriate terms, and (4) 
retrieve data from medical records. For the most part, they 
leam these procedures through class assignments and exam 
exercises. Such exercises require that they retrieve and 
translate medical data from authentic health records. Also, 
as students, physicians are required to write fictitious 
medical records based on genuine medical cases. The major 
concern of these assignments is with the medical aspects of 
the case histories and physicals, rather than with the 
medical records themselves. That is, the focus is on the 
medical data produced for the medical records, not on the 
process for producing the medical records.
And, as in Garfinkel's (1967) research pertaining to 
self-reporting, this study also shows that based on their 
education and training, the self-reporting physicians' 
methods of communication are common to each other. Their 
mutual understanding stems from having learned how to report 
objective, scientific data in a universal medical language. 
While this way of writing was not taught to them in formal 
classes on how to write medical records, they learned
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through classes on how to do patients' histories and 
physicals together with interviewing and diagnosing, 
studying medical records written by practicing physicians, 
and by learning as interns from physicians as they wrote 
medical records.
As Garfinkel (1967) points out, any problems occurring 
from situations of this nature are natural, normal problems 
arising from individuals believing that they are doing what 
they think they are supposed to be doing, based on their 
education and training. That is, they have been taught how 
to self-report, and they do so according to the way they 
were taught. Thus, problems arising are not through neglect 
or lack of knowledge; but the problems are built into the 
education and training themselves.
Another related method for learning how to read and 
write medical records is by the examples and teachings of 
practicing physicians. Students and interns learn by 
emulating the techniques and styles by physicians with whom 
they work and study. The physicians practice and advise 
about appropriate techniques used to communicate medical 
data in health records. Along this same line, based on 
their personal experiences, students and interns also learn 
various ways for communicating information in medical 
records in compliance with guidelines and rules sanctioned
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by various clinics and hospitals. However, no matter what 
their various techniques are, the objective medical data to 
be reported is kept intact across the settings.
Although physicians are not taught how to write medical 
records in formal classes designed to teach writing skills, 
they do develop their own distinctive styles of writing. In 
spite of the objective, medical shorthand, physicians' 
writing styles can be recognized by other physicians working 
together in the same medical facilities. Their writing 
styles are characterized by syntax, detail, description and 
length, along with particular vernacular specific to a 
physician's specialty in medicine.
While classes are not designed for the specific purpose 
of training physicians how to read and write medical 
records, methods for communicating information are not 
arbitrary. Throughout their education, physicians learn 
medical terminology and how to use it to communicate medical 
data with the medical community at large. Because medical 
terminology is objective and universal, physicians employ it 
instead of the connotative language used by their patients 
and non-medical persons. The use of medical vocabulary also 
allows physicians to be explicit which, in turn, facilitates 
their need for brevity.
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In addition to the medical taxonomy, physicians also 
use abbreviations which are taught during the physicians' 
schooling and training. Abbreviations are not universal 
throughout different medical settings. However, while they 
may vary between medical facilities, abbreviations are not 
so different that physicians cannot understand the different 
abbreviations across various settings.
In the interest of patient care, accurate and complete 
records are essential. The need for brevity and objectivity 
is taught during medical classes and training. As a 
result, time and space are significant factors when 
constructing medical records. That is, while assembling a 
patient's history and physical, physicians are required to 
collect and record immense information significant to the 
interest of the patient's well-being and medical treatment. 
In order to accomplish this, physicians need efficient and 
reliable methods for compiling accurate data in the medical 
record. Thus, recording brief and objective data in the 
health chart allows physicians quality time to treat their 
patients. Medical forms used in health records also 
prohibit physicians from using extensive descriptions, as do 
time frames in some settings.
These scientific and abbreviated methods of writing in 
battered women's records are highly critized by physicians-
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researchers, along with other critics of medical records. 
However, these "established ways of reporting their 
activities . . . are integral features of the clinic's usual 
ways of getting each day's work done" (Garfinkel, pp. 191- 
192, 1967) . And the physicians here state they are 
following the procedures taught them and required in the 
medical settings. Additionally, they also agree with the 
efficiency that such forms and guidelines dictate, inasmuch 
as these particular respondents state that they work in 
tight time-frames and emergency situations which usually 
require expedient measures to get "each day's work done—  
ways that for clinic persons are right ways" (Garfinkel, pp. 
191-192, 1967) . Physicians in the present study are quick 
to add that such expediency in record keeping does not deter 
from medical treatment for the patient, but can enhance the 
quality of time a physician can spend with patients.
Thus, during their education and training, physicians 
learn how to organize data in the record in a standard, 
uniform way in keeping with how other physicians are 
accustomed to organizing medical data. They categorize 
information according to subjective and objective data, as 
well as classifying their assessment and plans for treating 
the patient. As a result, physicians have a definitive way 
for entering and retrieving data in a medical record. In
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both cases, they rely upon objective, medical data in the 
treatment of patients. The objective data includes test 
results together with information that is observed by 
physicians based upon their professional knowledge and 
expertise. Physicians rely upon both types of findings as a 
check and balance when reading medical records.
This can account for how physician-researchers can 
determine if a patient has been battered, even when the 
record does not state battering per se. Further, just as 
illnesses and injuries unrelated to battering have certain 
symtoms, the literature and the physicians in this study 
state that illnesses and injuries related to battering also 
have distinct, recognizable symptoms. These symptoms 
coupled with scientific tests results are indicators to 
physicians that battering may be taking place. Along with 
this being shown in the literature, the physicians in this 
study could detect symptoms of battering in medical and 
mental health charts even when battering was not alluded to 
nor referenced.
The methods the physicians here describe that they use 
when reading medical records are in keeping with my 
observations of what they actually do. When reading medical 
records, physicians concern themselves with the objective 
data in the chart. They do check the observations made by
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the physician-author against the results of the tests, with 
the intention of finding out if the scientific data concur 
with what the physician-author observed and assessed. 
Physicians-readers do not rely solely upon what physician- 
author has entered into the record. They rely upon the 
objective data the physician-author has entered in 
conjunction with the test results that are contained in the 
medical record. When reading a medical chart, physicians in 
this study concern themselves with the objective medical 
data contained in the charts for the primary purpose of 
effectively diagnosing and treating patients' illnesses.
As shown throughout this dissertation with this 
particular population of respondents, physicians read and 
write medical records by the methods they have been taught 
in their respective schools and training. Their common 
training and knowledge enable them as physicians to 
communicate exclusively with each other and audiences with 
an extensive and updated medical background. Although their 
medical language is universal, its meanings are common to 
only physicians for the most part. Thus, their medical 
language is commonly understood mainly by other physicians. 
Because physicians communicate with each other on a common 
ground, based on their medical knowledge, training and 
vernacular, they are often called upon to decode medical
256
records in non-medical settings for authorized readers of 
medical records.
EllEPOse .Q.f Medical Records From the Physicians' Perspectives
The physicians in this study agree that medical records 
should be used for communication purposes by physicians and 
other health-care providers primarily in treating patients. 
However, the physicians acknowledge that while communication 
remains the primary function of the medical record, the 
medical record is no longer used primarily by health-care 
providers. Instead, medical records are read by vast, 
authorized reading audiences including medical and non­
medical personnel whose goals vary.
When explaining the functions of medical records, the 
physicians recognize only three major reading audiences of 
medical records. Physicians believe that patients' health 
charts function as much as legal and government documents as 
they do as medical documents. In addition to addressing the 
legal and government audiences, physicians state that they 
write medical records for third-party payors who are also 
authorized to read these documents.
Just as they acknowledge only a portion of their 
reading audiences, physicians also acknowledge only a 
portion of the medical record. Consciously, they identify 
just the medical purposes of the health chart when
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describing its functions. In doing so, physicians here 
refer to three major sections of the chart. These sections 
are the history and physical, workup and treatment, and the 
summary. Thus, while medical charts are devised to serve 
five purposes based on that number of major sections, the 
physicians here recognize only three, when discussing the 
medical record's function.
Based on their various sections, medical records 
function in the interest of different reading audiences. As 
a result, patients' records contain information for 
administrative, financial and medical purposes. However, 
the physicians here verbalize only on the functions that are 
medically related. When asked for the functions or data 
that a medical record contains, they acknowledge only the 
medical data without making reference to the other types of 
data contained in the patient's chart.
Reading Audiences for Medical Records and Their.
Obj ectives/Cgncerng
Although they readily admit as does Pagano (1992) that 
anyone who can read is a potential reading audience for 
medical records, as stated above, the physicians here refer 
to only three reading audiences for medical records. They 
identify the judiciary community and third-party payors as 
reading audiences for outpatient records. Including the
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judiciary community and third-party payors, physicians add 
Peer Review Organizations as a reading audience for hospital 
medical records. When asked specifically who the reading 
audiences are for medical records, the physicians in this 
study refer to only three reading audiences named above. 
Physicians do not list themselves among the readers of 
medical records nor do they name other health-care 
providers.
Peer Review Organizations (PRO). The physicians in 
this study do not identify with the physicians on the PRO 
boards who are also physicians. Instead they think of the 
PRO boards and their physicians as government agencies. The 
physicians here also believe that the government expects 
these physicians to find fault with the way practicing 
physicians attend to their patients. Therefore, in the 
opinions of these physicians in the present study, PRO 
physicians are acting more in the financial interest for 
both themselves and the government than in the medical 
interest of patients.
Further, physicians in this study believe that the 
PRO'S are repetitious with in-house review boards whose 
goals are to insure premium medical care for patients. In 
achieving this task, in-house review boards also read 
medical records. Unlike PRO, in-house review boards are
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made up of practicing physicians with the same expertise and 
specialty as the physician(s) being reviewed. However, this 
is not the case with the PRO physicians who may be in a 
different area of medicine than the physician being 
reviewed, and who may not be up-to-date on the latest 
medical procedures because they are not practicing the same 
type of medicine or may even be retired. From this 
perspective, the physicians here believe that in-house 
review boards are more suitably qualified to render medical 
decisions, in addition to being more objective since they do 
not have a financial interest in the outcome.
Third-Party Payors. In this study, physicians believe 
that third-party payors have too much power based on their 
legal accessibility to patients' medical records.
Physicians point out that the power of third-party payors 
extends beyond the traditional insurance companies to 
include managed health care organizations and state 
agencies. In addition to financial and medical officers, 
state agencies also rely on social workers and the judicial 
system to make decisions about financial reimbursement to 
physicians. These agencies, in some cases, can even decide 
whether or not certain procedures may or may not be 
performed.
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As a result, according to the respondents in this 
study, physicians and their patients can be denied 
permission for certain medical treatment in cases where 
social workers and judges decide not to allow the physicians 
and their patients to act on the patient's behalf. Some of 
the physicians here speak of related personal experience 
pertaining to having had social workers and judges intervene 
over the medical treatment that the physician and the 
patient agreed upon.
This is in contrast to the third-party payors who make 
decisions after the fact as to how they will pay on a claim. 
Physicians here believe that third-party payors pay claims 
according to "medical treatment by the codeable numbers," as 
one physician states. The physicians also believe that the 
third-party payors can restrict the quality of care and 
medical treatment. That is, the lack of financial benefits 
can prohibit patients from seeking medical care or deter 
patients from continuing medical treatment. The physicians 
here report that insurance companies do not always know what 
the best medical procedure is. In essence, as one physician 
states, "They are practicing medicine without a license in
some cases."
In other cases, the third-party payor agrees that, 
while administering treatment to a patient, the physician
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acted responsibly and in the best medical interest of the 
patient. Nevertheless, the claim for financial 
reimbursement will be denied on grounds that certain 
procedures are not covered when performed in conjunction 
with other procedures or not covered at all, according to 
the coding systems that dictate how third-party payors honor 
insurance claims. Physicians here, however, report that 
they are dedicated to act in the best medical interest of 
their patients based on their expertise in the medical 
profession.
Thus, insurance organizations practice medicine based 
on a coding system and time frames. In accordance with such 
policies, they render monetary claims under certain 
conditions for particular illnesses and medical treatment.
In some cases, third-party payors will financially 
compensate patients for certain illnesses for only a certain 
amount of time. Upon the predetermined deadline, the 
financial compensation will terminate even though the 
patient may still have the medical condition. Based on 
their professional knowledge and the needs of their patients 
whom they are ethically and professionally obligated to 
attend, physicians in this study state that they do not 
practice conditional medicine. For these reasons and the 
power that these agencies possess, physicians remain mindful
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of third-party payors as authorized reading audiences for 
the medical records when the physicians attend medical 
records.
Judicial audiences. Respondents in this study are 
quick to state that they are ever mindful of the legal 
aspects of keeping medical records. Therefore, when they 
enter data into the patient's chart, they do so fully 
understanding that this is a legal document and attorneys 
might be very well be reading it. Physicians here are 
mistrusting about the attorneys' motives inasmuch as lawyers 
may not be as interested in the scientific truth as they are 
in judicial decisions of judges and juries.
Health-care providers are also mindful that for every 
litigation, two opposing sides will probably be reading the 
medical record. Therefore, they believe that the medical 
record must be written in a way that both sides of an issue 
are reading the same data in the same way. These clinicians 
further state that they are extremely careful about 
information from the medical record that might be taken out 
of context or presented with a prejudicial point of view to 
a court or a third-party payor. As a result of their 
concern for patient confidentiality, health-care providers 
in this study believe that entire medical records should not 
be made privy to attorneys nor to third-party payors.
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SUBimâEy. In the present study, all of the health-care 
providers believe that all of these regulatory agencies, 
including PRO and third-party payors, were originally formed 
to act in the best interest of medical care and treatment of 
patients. Subsequently, their access to medical records did 
not orginally create the problems that have now arisen out 
of their misuse of power as perceived by the physicians in 
this study. However, the health-care providers have come to 
believe that the best interest of the patient is not always 
served by these agencies. Instead, the respondents here 
believe that the financial interests of these agencies are 
best served, and consequently, the patients are underserved 
both medically and financially. In the process, the 
patients' records, which are supposed to maintained in their 
best interest, can be used against them— as well as against 
their physicians-authors.
Therefore, while some health-care providers enter all 
patient information into the record, others discern what 
they believe is important to enter into the record regarding 
the medical treatment and overall best interest of their 
patients. In either case, all of these respondents report 
that they try to write objectively, as their training 
dictates in order to minimize the chances that their reading 
audiences will misconstrue what the physicians-authors are
264
stating with regard to medical treatment of their patients. 
However, some of the physicians here do state that third- 
party payors, and most especially managed health care 
organizations, have affected the way that some of the 
physicians in this study attend to patients' records.
The Effects That These Audiences Have.on How.Physicians 
Attend to Battered Women's Medical Records
As shown in the previous examples, health-care 
providers readily admit that reading audiences do affect how 
they write medical records. However, while reading 
audiences directly affect the way they write medical 
records, those same reading audiences do not affect the way 
phsicians practice medicine and treat patients. And while 
all the respondents admit that reading audiences affect the 
way that they write medical records, all of the physicians 
are not affected in the same way.
Documentation and Confidentiality. The major area of 
disagreement between the responding physicians in this study 
is over documentation. Although three of the physicians in 
this study document all patient related information in the 
medical records, the other physicians report that they do 
not. Those who do document all patient information do so 
based on the patients' waiving their rights to complete 
confidentiality when they sign the insurance forms agreeing
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to release any and all medical charts to their third-party 
payors.
On the other hand, physicians who do not document all 
information concerning their patients state that patients 
are not always aware that they sign away their entitlement 
to physician-patient confidentiality when they purchase 
insurance. These physicians also contend that patients who 
do know are still faced with a forced choice inasmuch as 
they cannot receive insurance benefits without signing the 
waiver stating that the insurer can access all of their 
records. These physicians disagree that it is necessary to 
reveal all the patient information given to them through 
physician-patient privilege. The physicians state that most 
of the time the patients confide in their physicians about 
things that do not directly relate to the condition for 
which they are being treated. Thus, the physicians here do 
not believe that the patient's intimate business is 
everyone's business from the physicians' clerical staff to 
the third-party payors' clerical staff to the public 
courtroom. As a result, some physicians do not reveal all 
that their patients confide to them in the patients' medical 
records.
In both cases of those who believe that all patient 
data should be entered into the medical records and those
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who do not, both groups of health-care providers are careful 
not to document "a lot of unsubstantiated speculation in the 
chart,” as one physician states. Physicians here concur 
that some information in the chart must be presented in the 
same words that the patient stated. In some cases, this 
requires using quotation marks to indicate the subjective 
information given by the patients to distinguish the 
subjective from the objective information that physicians 
observe as scientific. Physicians state also that, due to 
time frames and space on forms, they rely upon brevity based 
on medical terminology. Physicians further state that for 
other health-care providers, the content of the medical 
record is not affected because other medical audiences know 
how to read medical charts in an objective manner. That is, 
medical audiences can understand the condition of the 
patient based on the objective information which includes 
both the physician-author's observations and the results 
from scientific tests such as x-rays, blood tests, and 
electrocardiograms.
Therefore, while all of the physicians here do not 
agree about documentation, they do agree that they need to 
explore all of the circumstances surrounding their patients' 
injuries or illnesses. Part of that discovery stems from 
what their patients tell them, along with the pertinent
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information that physicians may glean from the type of 
illness or injury presented, as well as from patients’ 
demeanor.
While physicians here do this type of investigation 
with battered women patients, they also say they treat all 
of their other patients in the same way. By the same token, 
they say they treat all of the medical records in the same 
way as they keep in mind who may be reading the record.
Thus, no matter what course the physicians take in 
documentation, they are consistent in their methods of 
documentation with all of their patients.
Some of the physicians in this study allow their 
patients a certain autonomy about their treatment and the 
confidentiality of their records. In doing so, these 
physicians believe that they are living up to their oaths as 
physicians, rather than succumbing to reading audiences who 
are as often as not non-medical audiences. These physicians 
point out that all authorized reading audiences do not have 
a need for all of the physician-patient information. The 
physicians contend that reading audiences can achieve their 
respective goals whether it be insurance or litigation 
without having access to all of the patient information 
afforded to the attending physicians. On the other hand, 
other physicians who document everything believe that they
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are living up to their oath to follow rules and law that 
govern what they as physicians are obligated to do.
No matter what they do or do not document according to 
their professional beliefs, the physicians agree that they 
have a great deal of resentment about their patients' health 
records being opened for so many readers who really do not 
need to access the complete record, but at best only parts 
of it. Along this same line, they especially resent that 
their physician-patient privilege is not protected as 
securely as attorney-client privilege. What is more 
offensive to the physicians here is that "attorneys are the 
first to breach a physician-patient privilege when a medical 
case is being litigated."
In the case of research, physicians point out that 
insurance companies are literally selling entire medical 
records of patients. In addition to selling the entire 
medical records, the records are being computerized which 
heightens the probability that patient health records are 
becoming more and more public to unauthorized audiences.
Finally, some of the BW and the NEW in this study trust 
their physicians to keep their confidences. That is, they 
believe what they are telling their physicians will be 
between only themselves and their physicians. In most 
instances they trust the physician-patient confidentiality
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so much that they do not verbalize that they want certain 
information about themselves left out of the record. But 
when given the choice in some instances by their physicians, 
they opt that the information not be included in their 
medical charts for readers other than their attending 
physicians.
Other NEW patients in this study report that they 
withhold information from their physicians in order that no 
one will find out certain, personal aspects of their lives. 
For the most part, they do not want to take the chance that 
their insurance companies will find out. Nor do they want 
to expose certain behaviors about themselves or other family 
members to physicians. If patients do not want their 
physicians to be privy to certain information, it stands to 
reason that they would not want strangers privy to that same 
information. Thus, some of the physicians in this study 
believe that in order to gain their patients' confidence, 
the patients have to believe that what they tell their 
physicians will remain confidential. Therefore, the 
physicians must be able to assure those same patients that 
such information will not be made public even to authorized 
reading audiences who have no reason for having such data in 
order to reach their respective and designated goals. 
Terminology and Coding Used in l^edical .Records
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Reading audiences affect the language used in medical 
records in two major ways. The first is that given the 
terminology that patients use to describe their illnesses, 
physicians have to translate the patients' terminology and 
meanings into a universal medical language. Subsequently, 
such medical terminology can be accurately understood by all 
of the medical reading audiences. In turn, the authorized 
medical reading audiences can interpret for other 
authorized, non-medical reading audiences, such as 
attorneys. They base their interpretation on the 
universally understood terminology and other objective data 
in the record. By using a standard, medical terminology, 
the content of the medical records can be accurately and 
universally understood by all of the authorized reading 
audiences.
To facilitate the accuracy and reading ease for the 
third-party payors even further, they require that the 
language be recoded again in the medical record. The 
recoding is based on the coding manuals THE INTERNATIONAL 
CLASSIFICATION OF DISEASES and DIAGNOSTIC AND STATISTICAL 
MANUAL OF MENTAL DISORDERS. This change was brought about 
in 1983, when the Health Care Financing Administration 
established new regulations and payment procedures. The 
redefining or recoding is based upon a Diagnosis Related
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Grouping system which determines how much financial 
reimbursement physicians and hospitals receive.
Based upon these criteria, a coder analyst in the 
medical setting completes the necessary coding on a 
discharge form which includes the discharge diagnosis for 
the patient, along with other patient demographic 
information. None of the physicians in this study do 
coding. Instead, they enter patient information into the 
records in medical terminology, and from that the facility's 
coder analyst completes the necessary form(s) in numerical 
coding in order to file an insurance claim.
Summarily, medical records are affected by the various 
authorized audiences. The major way they are affected is by 
what physicians do and do not document stemming from their 
position on the patients' confidentiality versus what they 
believe is their professional obligation to document all of 
the patient information that they have. But whatever the 
stand the physicians take on documentation, all of the 
physicians believe that they are acting in an appropriate 
manner given their concern for their patients and their 
professional and ethical obligations.
This, too, is in keeping with Garfinkel's (1967) 
assumptions that members of the medical profession hold 
themselves accountable for how they write medical records.
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That is, their behavior is observable and recognizable in 
the sense that they know why they do what they do and their 
colleagues can also recognize what they are doing and why. 
Further, whether or not the physicians choose to enter all 
patient information in the record, all of the physicians 
believe that they are doing the right thing for the right 
reason— as is Garfinkel's (1967) assumption.
Patients interviewed in this study share the opinions 
of those physicians who believe that patient information 
should be confidential. Some of the BW and NEW patients 
here believe this so much that they even withhold 
information from their attending physicians, along with 
going to physicians with whom they have no history, because 
they want to maintain their privacy. As a result, these 
women often pay by cash or check in order that their 
insurance companies do not find out about their medical 
business. This is the result of not trusting their 
insurance companies rather than not trusting the physicians. 
Thus, given a choice both BW and NBW in this study rely on 
their own judgment, along with the discretion of the 
attending physician. As a result, they do not agree with 
those physician-researchers who believe that everything, 
especially battering, should be entered into the patient's 
record.
273
Also, the way that medical records are written is 
affected by the different reading audiences inasmuch as 
medical records need to be objective and universally 
understood. Along this same line, medical records are also 
affected by the universal coding systems for diagnoses 
purposes required by third-party payors in order to pay on a 
medical claim. Thus, physicians strive to write medical 
records in such a way that they can be confident that other 
physicians who read the record will accurately understand 
what the physician-author was stating in conjunction with 
the results from scientific tests administered to patients.
Evidently, with respect to battering, they succeed.
This statement is grounded in the studies that show by 
reading the medical records, physician-reseachers could 
recognize and determine if battering was present as a source 
of illnesses and injuries. This was in spite of the 
physician-authors' not recording battering per se in the 
medical record. This was also in spite of the physician- 
researchers criticizing the physician-authors for not 
recording the battering data, even though the researchers 
were able to recognize the battering as a factor in the 
patients' presenting complaints and as a result of medical 
data in the patients' charts.
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What Health-Records Reflect About the Quality of Care and 
iDterveiitiQD. Procedures That Physicians Administer to
Battered-Women
In this study, the physicians address the problem that 
sometimes they do not know about the battering either 
because they do not suspect, or because their battered 
patients do not tell the truth about having been battered. 
As has been stated previously in this dissertation, only 
three of the physicians interviewed here state that they 
document all patient information which includes battering. 
The remaining majority of physicians-respondents here state 
that when battering is known to them, they do not always 
record it in the patient's chart.
In the cases when this latter group of physicians do 
record battering in the medical chart, they discuss the 
confidentiality issue with their patient and let the BW 
patient decide whether or not she wants the battering 
recorded in her medical record. By the same methods of 
disclosure, based upon the consent of the patients, these 
physicians most usually do not record the intervention 
procedures that they take with their patients. The 
physicians here state that their guidelines for treatment, 
intervention and record keeping for BW are the same for all 
of their other patients whose problems do not relate to
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battering. That is, they treat all patients systematically 
in the same way across the board.
Intervention. Although the physicians here do not 
agree on documenting all patient information, they are in 
complete agreement about their ongoing counseling to the 
battered women in their care. The physicians' 
recommendations include trying to help the BW patients find 
safer and healthier solutions to their problems resulting 
from their relationships with a violent-intimate partner.
The physicians also agree on the type of intervention that 
they recommend. Therefore, contrary to the criticism that 
physicians receive over not intervening, the present study 
reveals that a correlation does not have to exist between 
what is or is not shown in the medical records of battered 
women and what is taking place with the patients and their 
physicians regarding intervention.
Depending upon available facilities and financial 
resources, the intervention measures include recommending a 
battered women's shelter for protection and/or counseling; 
counseling with a psychologist, licensed counselor, or a 
mental health facility; and sometimes they recommend 
reporting the batterer to the appropriate authorities. None 
of the physicians here recommend that their BW patients go 
to psychiatrists. The severity of the battering is one of
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the criteria for determining what the physician recommends. 
For example, if the woman is in immediate danger for her 
life, the physicians encourage the BW to contact the 
appropriate law enforcement agencies and/or go to a battered 
women's shelter. If a BW does not have the financial means 
to seek counseling with a psychologist or a licensed 
counselor, physicians recommend a mental health facility or 
counseling at a center for battered women. However, 
whatever avenues of help the BW women patients do or do not 
seek, the physicians state that they continue to counsel 
with their BW patients at every opportunity about the 
battering and how battered patients might be best able to 
alter their situations.
Patient narratives. The physicians in this study who 
do not record all patient data in the records do keep mental 
histories of patients. That is, the physicians remember 
their patients' narratives that do not go into the records. 
The physicians' mental histories about their patients 
include facts and details about their BW patients, as well 
as other patients whose privacy is protected by their 
physicians' refusal to put enter all of the patient data 
into the record.
The physicians demonstrated their skill at this by 
reading and interpreting for me what was in the record.
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After going over what was in the record, they then would 
repeat the patients' narratives which did not appear in the 
records. Or, sometimes, the physicians would tell the 
patient's narrative and then pull the medical record for 
that particular patient. The physicians included minute and 
sometimes insignificant details (by their own account) about 
the patient's history of battering or other incidents 
regarding patients who were not BW. Such information 
sometimes pertained to the patient specifically, sometimes 
to family members of the patient, and sometimes to friends 
and significant others. But none of this information was in 
the record. Furthermore, the identity of the patients were 
not revealed in the the cases where I did not have patient 
authorization to read their charts.
The BW women interviewed here, as well as the NBW, 
concur that their narratives were correctly repeated by the 
physicians. In addition, the patient respondents here also 
concur that the physicians did, in all of the cases of 
battering, counsel them about the seriousness of their 
battering environments and relationships. The BW patients 
also stated that the physicians suggested a variety of 
intervention measures appropriate to the situation. As a 
result, each of the BW women in this study had received some 
type(s) of counseling as a result of her physician's urging.
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The BW's statements are in keeping with the NBW
patients who had also talked with physicians about private,
personal matters that do not appear in their medical charts.
As with the BW patients, the NBW stated that their
physicians counseled with them and suggested intervention 
methods such as marriage counselors, licensed counselors, 
psychologists, mental health facilities and other similar 
alternatives to find solutions for the problems they 
discussed with their physicians. According to the 
physicians' and patients' accounts, in both cases of BW and 
NBW, physicians here appear to lend their professional 
advice, and then let the patient make an informed decision 
based on what she believes is right for her. This attitude 
prevails in both cases where physicians do or do not 
document all patient data in the medical record.
The Impact^of .Redical Records on the Health Care and 
Intervention for Battered Women
For the most part, physicians in the present study 
believe that documentation and verification beyond the 
objective medical data is not always as important to the 
patient's best interest as maintaining the patient's trust. 
Consequently, these particular physicians believe that 
leaving some of the patient's narrative out of the medical 
record is more beneficial to the patient than including
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certain information which might be misused by certain 
authorized reading audiences. Therefore, some physicians 
here believe that to protect their patients they have to 
protect their medical records.
In agreement with these physicians on this point, the 
BW and NBW in this study believe that the most important 
information to be entered in their records is the medical 
data— not the personal data. Further, as are most of the 
physicians in this study, the BW and NBW are more concerned 
with their treatment and their physicians' advice than with 
what does not go into their medical records.
Subsequently, none of the patient-respondents express 
concern or anger over what is not included in their medical 
records. But they do express concern and anger over some of 
the information that is in their records because they 
consider the damage and the potential damage are 
irreversible as a result of clinicians "putting everything 
in the record." Ironically, "everything" is based in part 
on interpretation and the other part on selective memory. 
Both of which, according to these particular women, create 
untrue, therefore, an unfair and unfavorable portrayal of 
the BW in these cases through the data entered in their 
mental health records. The literature supports the opinions 
of BW in these cases, as do some physicians in this study.
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Also, in support of the BW's position on this are their 
medical records from the different clinicians. Although two 
of the BW said that they told their own story in the same 
way to different counselors respectively, their personal 
mental health records do not reflect the same data. Nor do 
the mental health records reflect the same diagnosis in the 
cases where the patients are diagnosed. That is, even 
though it appears the patients were giving their health-care 
providers the same information, their medical records do not 
present the same scenario because the subjective information 
related to the counselors by the patients was not 
interpreted in the same way by the different therapists.
Nor was all of the pertinent patient information being 
recorded— for instance, in some of the mental health records 
where the battered women say they reported battering, no 
mention was in the record even though battering was the 
reason why the women sought counseling at the direction of 
their attending physicians. However, without any 
substantiation or discussion with the BW patient, in one of 
the case studies here, the psychologist did record that the 
patient's husband stated that she had attacked him. But no 
mention of the patient having been battered by her husband 
appears in the record.
This substantiates the position of all of the
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physicians in this study in that the only objective 
information a health-care provider has is what is personally 
known based on the health-care provider's professional 
observations coupled with scientific data. Anything beyond 
that is subjective and needs to be treated carefully in the 
medical record. Therefore, as these physicians point out, 
speculation on the part of the client or the health-care 
provider should be treated as just that. That is, when 
physicians go beyond their professional observations and 
scientific data, they may be on shaky ground, especially 
when they are basing their opinions and diagnoses on their 
interpretations of the patients' narratives. This is in 
essence, according to the physicians here, interpreting 
another person's interpretation.
Although the BW and NEW in this study had never seen 
their medical or mental health records, both groups of women 
had an accurate sense of what the health-care providers had 
recorded in their records. Accordingly, in some cases, they 
changed therapists as a result of their intuitive feelings 
that the health-care provider was not in tune with what 
their real problems were, nor how to help them with their 
problems. In each case, the patients' intuitive feelings 
were in keeping with the content of their medical records, 
even without their having been privy to their records. That
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is, they reported in our interviews what they thought their 
records contained and the nature of the data. In each case, 
without their having had prior knowledge of what was in 
their medical records, the BW and NBW were accurate in their 
assessments.
Overall, the physicians and clinicians here agree that 
anyone who authors a patient's chart should be aware that 
those records can and are used for reasons other than 
medical purposes. Therefore, although the basic reason for 
a medical record is to benefit the patient with her medical 
care, this is not always the case. The reality is that 
sometimes a patient's record can be used against her with 
design and purpose to do just that, depending upon the 
reader's interest and perspective.
Some of the BW in this study state that their mental 
health records have been used against them in some cases. 
Whereas, all of the battered women state that their records 
could be used adversely in their careers as well as in other 
arenas where certain information would avail particular 
reading audiences. Thus, none of the BW nor the NBW have a 
problem with what has been left out of their records based 
upon the decision of their physicians and/or by themselves. 
They do, however, express a deep concern and anger over some 
of the information, especially the erroneous information.
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that their mental health records contain. Therefore, the BW 
and NBW patients in this study do not concern themselves 
with too little information in their records, but with too 
much. Their position on their health records are in direct 
conflict with that of Warshaw (1989).
Summarily, they do not believe their treatment has been 
affected by the content of their records, but they do 
believe that the content of their records has been affected 
by their treatment both positively and negatively. But, 
according to the respondents, the positive effects have not 
been over what was left out of their records. However, the 
negative effects have most especially been over the 
information that has been entered into their records. 
Limitations and.Directions for Future Research
The data generated in this study are valuable inasmuch 
as they show how some physicians and patients regard medical 
records of battered women. Accordingly, this study also 
shows the rationale used by some physicians when attending 
to medical records in general. That is, this research 
reveals how physicians view themselves reading and writing 
medical records, along with showing how they regard the 
functions and effects of medical records. Although the 
information collected here is an addition to the sparse 
research in health communication on medical records and
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battered women, this study is limited. Its limitations lend 
themselves to five major areas.
The first limitation is that the number of respondents 
and their medical records are far too sparse to be 
applicable to make a generalization about how physicians 
read and write records for battered women. Thus, future 
studies need to include greater numbers of respondents and 
medical records, along with a broader geographical and 
socioeconomical range. This would enhance its 
generalizability.
The second limitation is that the data for the most 
part was gathered through self-reporting methods. While 
self-reporting is insightful and can produce meaningful data 
necessary to thorough research methods, self-reporting also 
produces biases inasmuch as the respondents may not even be 
aware that they are participants.
The third limitation is that battered women do not 
usually avail themselves because they want to maintain their 
anonymity. Therefore, the identity of battered women is not 
commonly known. In most cases, they are secretive 
due to their need for privacy, the necessity for their 
safety and/or out of shame due to their situation. Thus, 
they are not readily available for research.
The fourth limitation is that one cannot easily access
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medical records. Even though the literature and the 
physicians here determine that patients' records are 
available to a multitude of reading audiences, their 
confidentiality is still protected by state laws and 
regulations in hospitals and clinics. Therefore, when 
maintaining certain ethics and standards, one can obtain 
permission from medical organizations and patients, but only 
through the strictest requirements for research projects. 
Subsequently, if one is to study medical records through 
comparative analyses such as has been done here, the 
researcher must gain permission from the patient, along with 
permission to interview with both the patient and the 
physicians involved. Thus, while the advantage of the 
present research is its comparative analytical methods for 
gathering data, the procedure is also its disadvantage 
because to repeat this study on a large scale would be 
extremely difficult.
The final major limitation in doing research of this 
nature is the problem with reading medical records if the 
researcher is not a physician or a medically trained person. 
Because medical records are written in highly scientific 
language, one is sometimes left at the mercy of the 
physicians and their observations. Further, not having a 
working medical knowledge of terminology, symptoms, etc.
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also restricts the researcher's base for interviewing 
physicians as well as patients.
Nevertheless, as complex as it may be to repeat this 
research design, interviewing as many of the concerned 
parties becomes an essential part in doing research of this 
nature about the communication processes in medical records. 
Without talking with battered women whom the physicians 
treat limits what researchers can actually know. Without 
interviewing both the physician and the patient, researchers 
run a risk of not getting the rest of the story, therefore, 
they rely upon a great deal of speculation. Analyses of 
data from interviews with physicians, patients, and other 
individuals concerned with medical records, along with data 
from medical records and field observations help to ensure 
more accuracy in the results of such a study of this kind.
Further research needs also to address the gender and 
culture of the physicians who author the medical records. 
Physicians' gender and culture may very well influence how 
they enter data in the records. Their compliance with rules 
and regulations may be affected by their cultural 
backgrounds.
Conclusions,-and Implicatj.,OQ,s 
The data generated from this study are grounded in the 
literatures and based on comparative analyses of information
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from my personal observations, from medical health records 
and mental health records of both battered and non-battered 
women, and from in-depth interviews with physicians, 
battered and non-battered women, administrators, medical 
interns, a medical student, medical personnel, a social 
worker and attorneys-at-law. In response to the conceptual 
net of questions addressed earlier in this dissertation, the 
salient implications resulting from the data generated in 
this study are that physicians do not attend to the medical 
records of battered women in a different way than that of 
other patients. That is, physicians have shared guidelines 
based on their ethical and professional training that 
governs the way they read and write medical records.
Further, some physicians choose to record all patient 
information in the medical record based on their ethics, 
education, training and potential litigation; others do not 
choose to record all patient information based on these same 
reasons. However, both groups believe that they are acting 
appropriately and in the best interest of their patients.
Physicians read and write medical records using 
scientific medical language. As a result of the medical 
terminology and test results, physicians can be objective 
about what they read and write in a medical record. 
Subsequently, physicians can read a medical record and
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communicate competently with other physicians with 
expertise and accuracy; whereas, non-medical persons 
sometimes require the assistance of physicians to read 
medical records accurately. Physicians have no formal 
classes on how to read and write medical records. 
Nevertheless, they are trained in a somewhat universal 
manner on how to enter and retrieve data, and how to 
interpret medical and scientific language. As a result, 
they can discern certain scientific medical data that non­
medical readers cannot.
Thus, physicians have a way, exclusive to each other, 
for entering and retrieving data in medical records. Theirs 
is much like a sub-culture inasmuch as their language is 
common to their reading audiences, but the meanings are not. 
That is, the terminology takes on different definitions 
within the context of the medical records and the medical 
settings. Therefore, physicians-researchers can recognize 
battering as a source of injury and illness in cases that 
the attending physician is aware of the battering, although 
the physician-author might not record that particular data 
in the medical record.
The content of medical records may not have an effect 
upon the medical treatment and intervention that battered 
women do or do not receive. However, the content of the
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medical record can affect the patients, according to who the 
reading audiences are and what their agendas are. In this 
study, reading audiences also affect how physicians write 
medical records as a result of their reading audiences.
The physicians here recognize only three major reading 
audiences for the most part: third-party payors, peer review 
organizations, and the judicial system. The physicians do 
not name themselves as a reading audience. Athough they 
believe the medical record should be for their use 
primarily, the physicians in this study believe that the 
major functions of the record are intertwined the interests 
of the three major audiences they name. The respondents do 
not believe these reading audiences' interests are always in 
the best interests of the patients whose charts are being 
read or could be read.
As a result of this belief, the physicians write 
medical records with these three particular audiences in 
mind. In doing so, some of the physicians report that they 
do not enter all the patient data into their records. Some 
physicians here report they will sometimes alter the data in 
such a way that patients can receive or continue to receive 
financial benefits from third-party payors.
In other cases, some of the physicians and therapists 
state that they do not enter certain data into medical
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records that can possibly be misconstrued or used against 
them in certain legal settings. These particular physicians 
state that they feel justified in doing so because their 
first responsibility is to their patients' medical well­
being. In protecting their patients through their medical 
records, some physicians in this study believe that they are 
helping their patients receive the medical care that they 
need. While this includes battered women's charts, 
physicians do not limit this type of record keeping to only 
battered women patients.
The battered women and non-battered women in this study 
trust their attending physicians. However, the women in 
this study do not trust the potential reading audiences of 
their medical records. As a result, some prefer to maintain 
secrecy from their physicians, or work in conjunction with 
their attending physicians to maintain their privacy and 
confidentiality.
SummacY
The data in this study show that physicians do have 
universal ways of reading and writing medical records. As a 
result they can understand medical records written by other 
physicians based on common dennotative meanings of medical 
terminology and scientific tests results. Not all 
physicians agree about how to handle battered women's
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treatment and their records, but all of the physicians in 
this study voice a concern for effective medical treatment 
and intervention for battered women. Nor do any of the 
physicians here treat battered women's records differently 
than other patients' records. Finally, physicians do not 
view the functions of medical records in the same way as do 
other authorized persons who deal with medical records.
However, physicians report that they do believe that 
they communicate in such a way that the goals of their 
reading audiences can be met, while the needs of the 
physicians and their patients can also be met. Based upon 
their views about the functions of medical records and their 
reading audiences, physicians in this study believe that 
they are communication competent with authorized audiences 
reading medical records. But they appear to be more 
communication competent with their colleagues than with 
other reading audiences because in some cases, their other 
reading audiences are misled either by design or as a result 
of their lack of medical knowledge. In either case, the 
physicians-authors have hindered those particular audiences 
from achieving what they, the reading audiences, believe to 
be their goal. However, some of the physicians here believe 
that they help those audiences reach their ideal goal.
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As a result of some physicians' not entering all 
patient information into the medical record, records do not 
always reflect all medical information and intervention 
procedures for battered women. Nor do they for other 
patients who are not battered. But in all cases, each 
physician is systematic in the way that that physician does 
medical records for all patients. Even though physicians 
use universal language and methods for reading and writing 
medical records, they do not use universal methods for 
deciding what they will and will not enter in patients' 
records.
Data from this study further show that the battered 
women do have confidence in their medical health physicians 
and trust them to be acting in the best interest of the 
battered women patients. However, the battered women 
interviewed here do not report having the same trust in 
mental health-care providers. In keeping, they are not 
concerned with what is left out of their records, but with 
what is entered. The battered women in this study support 
the physicians position that a correlation does not always 
exists between treatment and intervention by physicians and 
what appears in the record. As a result, the battered women 
in this study do not feel abused nor neglected by their 
medical health physicians as Warshaw (1989) indicates.
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Finally, the data generated here substantiates 
Garfinkel’s (1967) assumptions that normal, natural troubles 
occur as a result of members in a certain group (in this 
case, physicians) doing the right thing for the right reason 
in keeping with the members' training and education. While 
physicians are accountable to themselves and to other 
physicians, their reading and writing medical records in the 
way in which they were taught sometimes create the problems 
which they are being most criticized for when dealing with 
battered women and their medical records.
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Endnotes
1. In reference to medical records for the present 
research, the terms physician(s) health-care providerfs) and 
clinicians include medical doctors, doctors of osteopathic 
medicine, psychiatrists and psychologists. However, within 
the context of this research the terms are not used 
interchangeably when referring to medical health records or 
mental health records which are used exclusively. Therefore, 
the term physician fs) is used to include medical doctors and 
doctors of osteopathic medicine relating to only medical 
health records; whereas, the terms psychiatrist fs) and 
psychologist fs) are used relating to only mental health 
records.
2. Patient health record, health record, medical record, 
medical chart and clinic record commonly refer to a written, 
typed or computerized account of an individual patient. The 
patient's medical record is maintained by health-care 
providers and contains personal, financial and medical data 
(Pagano, 1992; Roach et al., 1985; Roach et al., 1994) . In 
keeping with Weed's (1971) definition, a patient's medical 
record is both a "scientific manuscript" (p.vii) of medical 
data and a personal transcript of doctor-patient 
conversations.
Within this context, patient health record, health 
record, medical record, medical chart and clinic record are 
used interchangeably and are inclusive of both medical
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health records and mental health records. However, the 
terms medical health record and mental health record are 
used exclusively to denote only those particular and 
respective areas of health care.
3. Battered women (BW), abused women, battered wives, and 
abused wives are used interchangeably within this context 
and refer to female victims whose intimate, male companions 
psychologically, verbally, and/or physically assault them 
more than once in order to control the women's behavior, and 
do so in a consistent manner and pattern. That is, these 
are women whose intimate partners assault, threaten, or 
intimate them on a regular basis.
Wife, husband, spouse and any additional terms which 
otherwise indicate legally married couples refer to both 
married and unmarried intimate partners.
Battering refers to intimate relationships wherein male 
partners physically, verbally or psychologically harm their 
romantic female partners, and, as a result, prevent them 
from acting on their own free-will. To be termed as 
battering, the abuse must occur more than once and result in 
some pattern of behavior usually for the purpose of control.
4. Physicicuis in this study received their medical 
training at the following institutions : Columbia 
University, New York, NY; a university in India; Oklahoma 
College of Osteopathic Medicine; Stillwater, Oklahoma;
Tulane University, New Orleans, LA; University of Oklahoma
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School of Medicine, Oklahoma City, Oklahoma; and Wayne State 
University, Detroit, Michigan;
5. Based on a previous research project for a methods 
class assignment, I have found that entree to a battered 
women's shelter is a formidable task. Because shelters must 
provide security and protection for their women, complete 
secrecy is imperative. Thus, entree or even knowledge of 
shelter locations is completely guarded by its personnel and 
by professional helpers who knowledge to that information. 
Thus, access to shelters is selective for battered women 
themselves, arduous for volunteer workers, and, while not 
impossible for researchers, extremely improbable.
Researchers do not readily gain admittance into 
shelters. Permission or denial to access shelters for 
battered women is decided by a board of directors for 
battered women organizations who sponsor the shelters.
Denial is based on three areas of differences as perceived 
by feminist activists (Schechter, 1988) who have framed 
these areas of contention: (1) research priorities, (2) 
ideology, and (3) ethics.
Schechter (1988) reports that feminist theorists 
contend that most academic researchers in the field of 
family violence tend to be indifferent and even hostile in 
their positions on the questions of battered women and 
shelters. Schechter (1988) states the following:
Researchers frequently fall into the trap of counting
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up the number of times that he hits her and she hits 
him and then assert that they have an analysis. When 
they do this, they hide the power relationships that 
battering reveals. Despite, or perhaps because of, 
their "sophisticated" methods, researchers rarely tap 
feminist practice for the insights it brings (p. 310). 
However, feminist activists and shelter personnel are 
quick to admit the importance of research. Schechter 
outlines certain approaches aind strategies for researchers 
to use to gain entry into shelters. The proposals and 
agreements are based upon the researchers holding themselves 
accountable to the battered women and to the shelter's 
personnel regarding research results and interpretations.
These are the same approaches and strategies that this 
researcher utilized to gain the confidence and trust of an 
executive coordinator of a local women's support group. 
Subsequently, when the occasion presented itself to conduct 
an ethnographic study in the setting of a battered women's 
shelter, I was immediately granted permission to do so as an 
observer.
However, at the time that my research project was put 
into place, my previous contact left the support group to 
take another job. At which time, I spoke with the director 
of the shelter who assured me that I "need not waste time 
and money making the necessary copies of proposals" for the 
board of directors because no one had ever been allowed to
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observe in this shelter. She went on to state that she did 
not foresee that anyone ever would.
Upon ray request, she directed rae to the executive 
director of the women’s resource center. The executive 
director also agreed that a proposal was a "waste of time" 
because research was not encouraged within that shelter. 
After some time of conversation, she agreed to read ray 
master’s thesis written on the myths surrounding battered 
women. She further agreed that if it met with her 
satisfaction she would present ray name along with a letter 
of introduction to a staff committee. If they approved I 
would be allowed to present a proposal for ray research to 
the board of directors.
Although the executive director changed her mind after 
reading ray thesis and submitted both ray research proposal 
and her support for my research project, our request was 
refused at the staff meeting on the basis that they were 
afraid all of them would be in "hot water" for just asking 
the Board of Directors to consider a researcher to be 
allowed in the shelter. However, because they approved of 
ray intended ethnographic research and based upon ray position 
on battered women in the thesis, they agreed to let rae work 
as a volunteer in the shelter. This agreement rested on the 
condition that I only observe and share ray observations with 
them.
However, when I contacted the director of the
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volunteers for the shelter, she advised me that while 
volunteers are desperately needed, she would not be able to 
train me "for months." My Master's Degree in Human 
Relations, nor my previous experience as a social worker 
moved her to formulating any decisive action nor time 
frames. Nor would she accept my offer to send her letters 
of recommendations. In addition, she did not allow me to 
leave my name and phone number where I could be contacted 
when time became available for training.
Meanwhile, I was in contact with another shelter in 
another city. When I explained my research design to the 
clinical psychologist and director, he enthusiastically 
agreed to my request to observe in the battered women's 
shelter. We immediately set the time frame and dates that I 
would go the shelter. However, after he met with his board 
of directors after our conversation, he rescinded the 
proposed agenda based upon the executive director's reaction 
to my research. She refused not only to discuss the 
research project, according to the clinical psychologist, 
"she refused to even listen to the request."
Consequently, I was granted permission on three 
different occasions to observe in two battered women's 
shelters. However, each time the permission was withdrawn 
as a result of a hierarchal power within each of the 
organizations. My point here is to reflect the strict 
confidentiality to which both of those battered women's
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resource centers adhere. Thus, not only would they not let 
a researcher observe the shelter and its battered women, but 
the second resource center mentioned above is the same one 
that the BW interviewee had
gone to for counseling. Nevertheless, the center there 
denied having a record on the client-interviewee who had 
requested that her file be sent to physicians.
6. According to the administrative and management 
personnel in this study, medical forms are purchased from 
private companies and are chosen at the discretion of the 
medical setting based on the documents which best fit the 
needs of the medical facility. While some have the 
endorsement of the American Medical Association, others do 
not. However, according to the purchasing agents 
interviewed in this study, endorsement of forms from the 
American Medical Association is not a factor in the choice 
or purchase of medical forms.
7. Hospital and clinical forms do not have a universal 
format. Both hospitals and clinics order them from supply 
businesses/catalogs in the same manner as other clerical 
supplies are ordered. Although the forms do not have to be, 
some are approved by the American Medical Association. In 
these cases, the AMS approval is noted on the form itself.
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Appendix A
Inherent Eroblems.Critical to Battered Women's
Medical Secords.
The nature of battering usually prevents its 
perpetrators and their victims from disclosing openly to 
health-care providers about the problems of abuse. Given 
the secrecy of spouse abuse and its victims, administering 
quality health care to battered women is problematic for 
physicians. Medical studies by CapIan (1995), Hamberger 
(1994), and Saunders et al. (1993) indicate that most 
battered women do not disclose to attending physicians the 
real cause for their injuries nor the identity of the 
persons responsible for their injuries.
On the contrary, according to these studies, battered 
women usually withhold information about their abusers, 
their abuse and its relationship to their medical problems. 
Studies, such as those by Caplan (1995) and Hamberger 
(1994), reflect that rather than their explaining the 
genuine circumstances, battered women generally formulate 
explanations accounting for their injuries. Thus, 
participants' failure to disclose relevant medical 
information to physicians and counselors perpetuates 
inadequacies in both the patients' medical care and medical 
records.
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Based on patients’ health records, medical researchers 
(e.g.. Stark & Flitcraft, 1988a; Warshaw, 1989) argue that 
when battered women do not reveal their intimate mates as 
the perpetrators of their injuries nor as the source of 
their related health problems, physicians may not follow up 
concerning the abuse. Subsequently, these studies reflect 
that, in such instances, doctors sometimes do not attend to 
the abuse factor when treating female victims of spousal 
violence.
PlausibleImpact _a£ .Medical Records 
Up.on. tke. Health Care of Battered. Wgmen 
Additional studies (e.g., Beauchamp & Childress, 1989; 
Birdwell, Berbers & Kroenke, 1993; Hamberger, 1994; Hyman et 
al., 1995; McLeer & Anwar, 1987; Pagelow, 1981; Rosewater, 
1985, 1988; Sassetti, 1995; Stark & Flitcraft, 1988a;
Walker, 1979, 1985; Warshaw, 1989) reflect that to some 
attending physicians, battered women appear to make a 
conscious choice to remain with their attackers. As a 
result of their inference, physicians sometimes allow their 
patients the right to make their own decisions; other times 
physicians may form a prejudice toward this particular group 
of patients. These researchers theorize that such a 
prejudice can negatively affect the patients' medical 
treatment and relatedly distort the information that
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physicians enter in the health records which, in turn, can 
affect the patients' medical treatment again.
Based upon their research, Brandt (1994), Martin (1983, 
1990), Pagelow (1981), Waites (1993), and Walker (1979) 
report that another negative bias may result from some 
physicians' abusive behavior toward their own intimate 
partners. This behavior may partially determine how they 
treat the victims of abuse in their practice. In turn, 
their personal battering behavior could affect how they 
attend to information in the medical records of women 
battered.
Researchers and physicians (e.g., Brandt, 1994; Caplan, 
1995; Hamberger, 1994; Council, 1992; Perrone, 1992b; Wood, 
1992) also posit that in other instances, physicians may not 
have learned how to recognize the symptoms of battering. 
Additionally, these same authors assert that only a small 
percentage of health-care providers, including psychiatrists 
and psychologists, know how to deal appropriately with 
health care for women battered when the abuse is detected. 
Further, Abbott et al. (1995), McLeer & Anwar (1987, 1989), 
Meyer (1992) and Warshaw (1989) report that even when 
physicians are aware of battering, they do not always 
document symptoms related to or resulting from ongoing 
abuse. As stated earlier, these studies show that doctors
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may be treating only the obvious physical health problems 
suffered by women battered. As a result, many physicians 
usually would not be extending treatment beyond the 
immediate injury/illness when treating battered women.
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Appendix B
s Written Progress Uotes _ (Cicourel. p p. 223-224.
Wt 146 B/P 112/64 3/21/77: Age 62 1
V^dowed 9 mos. - depressed. Saw intemist 4 mos. ago because of vulva 2
irritation - started 1.25 mg. Premeain —  breast soreness, so stopped EST 3
On estrogen for 7-8 yr. up to 4 yrs. ago. 1.25 mg. then 0.625 mg. at Phipps' 4
Clinic - Mammogram - Gbrosis (1971 ) - reduced dose of Premarim. 5
General: (1) Large cystLkidney known fbrmany years. 6
Has had 2 kidney stones -age 21 & age 59 - passed spontaneously, 7
Has "kidney infections" of 2-3 years 8
2 (Acute glaucoma - surgery 12/75 at UCLA (R qre) - needs for both qres, 9
2 children (ages 27-son, 23-daughter) 10
Surgery: Skull 6c age 10, Appendectonqr age 17, T&A age 8-9 11
PH: Diphtheria age 5 12
Systems Review: D arrhythmia recently - Takes Inderal p & n almost every 13
night. 14
Msdical Jntspdew CSegmgDtU 
[The following lines are numerically incorrect because numbers 7 and 17 are omitted in the 
primary source (Cicourel, p. 224, 1983), and because Cicourel refers to these lines 
throughout his text as th ^  are numbered here, Cicourel's same numerical order is 
reproduced here for the sake of reference clarity and accurag.]
(Each dot = a second pause)
DOCTOR: What can I do for you? I
PATIENT : Well, uh, I was concerned about, uh.. .  last 2
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summer, I guess, I-I was having a problem in the 3
uh.. .  uh, I guess w-what you call the bulk of 4
the outer uh part of the organ. There's like, 5
paper thin uh cuts, just a little bleeding. And 6
finaUy when I went to have my checkq), which 8
was uh... about 3 months ago, my internist 9
asked me if Fd had a paps, test and I hadn't 
10 so he took one and he said uh my uterus was 11
kind of spongy, and also I had uh, very low, 12
I was very low in hormones, and he-uh-the 13
estrogen 14
DOCTOR; mh 15
PATIENT: the count was so low he said I didn't get it so he 16
put me on uh. . .  oh, uh on the estrogen pills. 18
Now, about four years ago when I went through 19
Phipps, uh, thqr had cut me down to a half 20
and I still was getting alot of uh swel-swelling 21
and soreness in my breasts and they took a 22
mameograph that time and they told me to get 23
one about every six months, but, I sort of took 24
myself off the estrogen and found that I didn't 25
have any of that feelmg, so I've been off of it, 26
and uh that's what-I didn't realize when first 27
my husband died nine months ago, but still, 28
anybod^ 'd just look at me and you know I'd 29
just be... be uh the bereavement I dont 30
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know. I uh never used to be like that. . .  31
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Appendix C
g-sfinitions
Accountability. The focus on accounts and 
accountability here is meant to help determine why 
physicians do what they do when entering medical data in 
battered women's health charts. That is, what they think 
they are doing in making such records; what sense it makes 
to them to do records the way they do; and the rationale 
shared by physicians for making records in the way that they 
do. Focusing on accounts and accountability includes an 
interest in describing and analyzing how physicians, in 
their attempt to be responsible, communicate what they 
believe they need to communicate to their varied reading 
audiences. This study indicates that they do this while 
maintaining their attention on the health care of their 
patients, in this case, battered women.
Within the context of this research, accountability 
pertains to the community of physicians, and not to 
outsiders' interests in medical charts— in this context, the 
term outsiders refers to persons who are not physicians, 
that is, non-medical experts. As used here. Accountability 
is in accord with Garfinkel's (1967) definition of 
accountable:
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[By] accountable, I mean observable-and-reportable, 
i.e. available to members as situated, practices of 
looking-and-telling. I mean too that such practices 
consist of an endless, ongoing, contingent 
accomplishment; that they are carried on under the 
auspices of, and are made to happen as events in, the 
same ordinary affairs that in organizing they describe; 
that the practices are done by parties to those 
settings whose skill with, knowledge of, and 
entitlement to the detailed work of that 
accomplishment— whose competence— they obstinately 
depend upon, recognize, use, and take for granted (p.
1) .
Garfinkel (1967) further comments on the rationality or 
rational features on such embedded, incarnate, reflexive 
accounts :
Recognizable sense, or fact, or methodic character, or 
impersonality, or objectivity of accounts are not 
independent of the socially organized occasions of 
their use. The rational features consist of what 
members do with, what they "make of" the accounts in 
the socially organized occasions of their use.
Members' accounts are reflexively and essentially tied 
for their rational features to the socially organized
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occasions of their use for they are features of the 
socially organized occasions of their use (p. 3).
In this case, the members are physicians (members of the 
physicians' community, the medical community) and the 
accounts of interest are medical records. Garfinkel's 
concepts easily fit into the scheme and purposes of analyses 
advanced here since the relationship of medical records to 
the clinics, of which they are a part, was a primary example 
that Garfinkel had in mind when developing his thinking 
about accounts, accountability, and the reflexivity of 
accounts. Since the medical records Garfinkel examined were 
of a very different order and with very different problems 
than the records of battered women (see 1967, pp. 18-24 and 
186-207), the results of this research offer novel phenomena 
differing from those discovered by Garfinkel.
In my concern with accountability, I examine how 
physicians make sense of what they read and write in medical 
records. I attempt to discover the community of physicians' 
communication competencies and skills in constructing and 
reading medical records, and the way these skills help each 
of them see more or less the same thing in the same record. 
An example is their reading past minor discrepancies or 
matters that are not medically relevant. Along these lines, 
for example, in the case reported in Cicourel's (1983)
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study, would three months as opposed to four months be a 
consequential difference to physicians given the symptoms 
and medical concerns when reading the patient's record in 
context with the circumstances and appropriate medical 
treatment for the existing condition?
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Appendix D 
Authorization and Consent Form 
[Names of physicians]
AUTHORIZATION AND CONSENT TO RELEASE ALL MEDICAL 
RECORDS AND MEDICAL INFORMATION
Date ; ____________________________________
TO:
1,  r being competent
eighteen years of age or older and duly authorized 
do willfully and voluntarily authorize the re­
lease of all medical records and medical informa­
tion pertaining to: ___________________________
without restriction to:
[Names and address of physicians]
I further understand and acknowledge that the 
information authorized for release may include 
information which may be considered a communicable 
or venereal disease such as hepatitis, syphilis, 
gonorrhea and human immunodeficiency virus, also 
known as Acquired Immune Deficiency Syndrome. (AIDS)
Signature _______________________________________
Date of Birth 
SS*
Date
Print Name
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Appendix E 
Oklahoma Statutory Provisions 
Fox J^ccessina Hedical Records 
Okla. Stat. title 76, s. 19. Access to medical records—  
Copies— Waiver of Privilege
A. Any person who is or has been a patient of a doctor, 
hospital or other medical institution shall be entitled to 
obtain access to the information contained in all the 
medical records of the person upon request, and shall be 
furnished with copies of all records pertaining to that 
person's case upon request and upon the tender of the 
expense of such copy or copies. Cost of each copy shall not 
exceed twenty-five cents ($0.25) per page. The physician, 
hospital or other medical professionals and institutions may 
not charge a fee for searching, retrieving, reviewing and 
preparing medical records of the person in order to 
determine which medical records are to be copied. Provided 
that this entitlement to medical records shall not apply to 
psychological or psychiatric records. In the case of 
psychological or psychiatric records, the patient shall not 
be entitled to copies unless access to said records is 
consented to by the treating physician or practitioner or is 
ordered by a court of competent jurisdiction upon a finding 
that it is in the best interest of the patient, but the
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patient may be provided access to information contained in 
said records, as provided in subsection B of Section 1-109 
of Title 43A of the Oklahoma Statutes. The patient or, if 
the patient is a minor child or a guardian has been 
appointed for the patient, the guardian of the patient may 
authorize the release of the psychiatric or psychological 
records of the patient to the patient's attorney, a third 
party payor, or governmental entity. The execution of such 
authorization shall not be construed to authorize the 
patient personal access to said records or information.
B. In cases involving a claim for personal injury or 
death against any practitioner of the healing arts of a 
licensed hospital, arising out of patient care, where any 
person has placed the physical or mental condition of that 
person in issue by the commencement of any action, 
proceeding or suit for damages, or where any person has 
placed in issue the physical or mental condition of any 
other person or deceased person by or through whom such 
person rightfully claims, that person shall be deemed to 
waive any privilege granted by law concerning any 
communication made to a physician or health care provider 
with reference to any physical or mental condition or any 
knowledge obtained by such physician or health care provider 
by personal examination of any such patient; provided that,
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before any such communication, medical or hospital record or 
testimony admitted in evidence in any proceeding it must be 
material and relevant to an issue therein, according to 
existing rules of evidence.
Any person who obtains any document pursuant to the 
provisions of this section shall provide copies of said 
document to any opposing party in said proceeding upon 
payment of the expense of copying said document, not to 
exceed twenty=five cents ($0.25) for each page copied. 
Amended by Laws 1995, c. 251, s. 14, eff. Nov. 1, 1995.
Okla. Stat. Ann. tit. 43A, s 1-109. Medical records and 
Communications— Confidentiality and privilege— Personal 
accèss— Transmission— Release
A. All medical records and all communications between 
physician or psychotherapist and patient are both privileged 
and confidential. Such information is available only to 
persons or agencies actively engaged in treatment of the 
patient or in treatment of a minor child of the patient, or 
in related administrative work.
1. Except as provided in this section and Section 19 
of Title 76 of the Oklahoma Statues, privileged or 
confidential information shall not be released to anyone not 
involved in the treatment programs without a written release
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by the patient or if a guardian has been appointed for the 
patient, the guardian of the patient, or an order from a 
court of competent jurisdiction. If the patient is a minor 
child, the written consent of the parent, as defined by the 
Inpatient Mental Health Treatment of Children Act, ^ or 
public or private child care agency having legal custody of 
the child is required. Provided, however, confidential 
information may be released as provided by Sections 1125 
through 1125.2 of Title 10 of the Oklahoma Statutes.
2. Individuals and agencies holding a contract with 
the Department of Mental Health and Substance Abuse Services 
to provide mental health or drug or alcohol treatment 
services
and who have signed a qualified service agreement as 
provided by said contract may transmit records and 
information as necessary and appropriate for the care and 
treatment of patients pursuant to rules and regulations 
adopted by the Board of Mental Health and Substance Abuse 
Services.
3. The Board of Mental Health and Substance Abuse 
Services shall adopt rules and regulations providing for the 
transmittal of records and information if necessary and 
appropriate to other public and private agencies which are
^Section 5-501 et seq. of this title.
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actively providing services to minor patients, former 
patients who are minors, or the minor children of adult 
patients.
B. A person who is or has been a patient of a physician, 
psychotherapist, mental health institution or facility, a 
drug or alcohol abuse treatment facility or service, a 
community mental health service or agency or a community 
social service agency for the purpose of mental health or 
drug or alcohol abuse care and treatment shall not be 
entitled to personal access to the information contained in 
his psychiatric or psychological records or to copies of 
said records unless access to said records is consented to 
by the treating physician or practitioner or is order by a 
court. Said person shall, upon request, be provided with 
information contained in said records as appropriate as 
determined by the person in charge of the care and treatment 
of the patient. Said information shall be provided to the 
patient in a manner consistent with the best interest of the 
patient as determined by the person in charge of the care 
and treatment of the patient.
C. Upon request, a responsible family member of a patient 
or former patient, the attorney, guardian or conservator of 
a patient or former patient, is entitled to the following 
information from the Department, individuals or agencies
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holding contracts with the department to provide mental 
health or drug or alcohol treatment services, and facilities 
certified by the Department as mental health or drug or 
alcohol treatment facilities regarding the person who is the 
subject of the request:
1. Information as to whether or not the person is or 
was a patient;
2. If the person is receiving inpatient care and 
treatment, a statement as to the probable duration of said 
inpatient care;
3. A summary of the diagnosis and prognosis of the 
person;
4. A listing of the medications the person has 
received or is receiving, a copy of the treatment plan of 
the person, and, when the person making the request is a 
responsible family member, guardian or conservator, any 
other information necessary in order for the responsible 
family member to assist in the implementation of the 
discharge planning required pursuant to Section 7-102 of 
this of this title; and
5. As requested, such other information as may be 
necessary to determine whether or not guardianship or 
conservatorship proceedings should be initiated.
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For the purposes of this subsection, "responsible family 
member" means the parent, spouse, adult child, adult 
sibling, or other adult relative who is actively involved in 
providing care to or monitoring the care of a person who is 
a current or former patient as verified by the physician, 
psychologist or other person responsible for the care and 
treatment of said person. Except in an emergency, as 
determined by the person verifying the involvement of he 
responsible family member, the request shall be made in 
writing.
The person verifying the involvement of the responsible 
family member shall notify the patient or former patient of 
the request and, expect with regard to a parent as to his or 
her minor child or in case of an emergency, obtain the 
consent of the patient prior to the release of the 
information.
Amended by Laws 1991, c. 102 s.l, eff. Sept. 1, 1991; Laws 
2992, C.298, s. 41, eff. July 1, 1993.
Okla. Stat. Ann. tit. 63, s. 1-1709. Information concerning 
condition and treatment of patients— Restrictions—  
Exenqption from liability— Review committees
All information, interviews, reports, statements, 
memoranda, findings, and conclusions of committees formed
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for the purpose of advancing medical research or medical 
education in the interest of reducing morbidity and 
mortality are not to be used, offered or received in 
evidence in any legal proceeding.
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Appendix F
RAsnnnse Letter From Counseling Center For Bettered Wfimeii
February 28,1994
To whom it may concern,
I have returned the release of information for 
We have searched all of our available data bases, and found no records in the 
name listed. If there are any more details that may aid another search, please 
advise us.
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Appendix G
Authorization.Form From Private Counseling Clinic
TO WHOM IT HA.X C0NCÎ3N:
He are replying regarding the above-aentioned person for the
following reasons(s) :
( ) Enclosed is the infozsation requested.
( ) Our records do not show this individual as a current
or foraer client.
( ) Insufficient information to identiy this person as a.
client. . Please furnish full name, maiden name, d&te 
of birth, address at time of treatment and present address.
( } our policy requires a complete original authorization
signed by the client (parent or guardian if a minor) ; 
specifically name the Burrell Center as agency to 
disclose, client's name, date of birth, address, 
social security number, telephone number, material 
requested, purpose of request, client's signature, 
date of client's signature and expiration date of 
release,- and signature must be witnessed. We cannot 
cheek-for a record until an aoorooriate release has 
been received.
( X) Client and/or clinician has requested that information 
be sent to your agency.
( ) Our fee for this service is $_______ , payable in
advance. Please make your check payable to Burrell at 
the above address, and identify the payment 
client's name and clinical record number
' ' - ---------------------
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Appendix H
Response Letter From Clinical Psychologist
February 23, 1994
RE:
Dear
All I have is one page of cryptic notes relating to the 
marital situation that would not be understandable to others.
This lady and her husband were seen for marriage counseling, 
There was no emotional disorder present, only the marital 
situation.
Yours truly,
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Appendix I 
Sample Interview With Physician
1 Q. As a reading audience, do insurance companies
2 affect patient data that you enter in medical
3 records?
4 A. Yes, you know, for instance, a patient may come in
5 and see me and tell me that they're depressed,
6 that they're worried, that their husband is going
7 to lose his job, that their child has just been
8 picked up for possession of narcotics, that their
9 daughter is found to be pregnant by some
10 undesirable character, that another child
11 is in trouble with the law or something of this
12 nature and that they're depressed. Well, my
13 goodness, that patient has a legitimate reason for
14 being depressed. And if I was to record all of
15 that information, it would be available for any
16 and every little insurance clerk to look at and
17 giggle about in the future.
18 Q. So you don't always put all patient data in the
19 medical record?
20 A. No. When you apply for health insurance or life
21 insurance specifically, there is usually a health
22 questionnaire where you state whether you've ever
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23 had high blood pressure or not, you're diabetic,
24 what operations you've had, when you've been
25 hospitalized, etc., etc., etc. And, after the
26 insurance agents get through asking you these
27 questions, they say, "By the way, you need to sign
28 this piece of paper, this authorization, so we can
29 obtain a copy of your medical record."
30 Q. That is, if I do not sign the authorization, I
31 cannot receive the insurance, is that correct?
32 A. That is correct. If you came to me as a patient
33 and you told me that you were having multiple
34 affairs, that you were having sexual relations
35 with multiple individuals. In my profession,
36 that's not uncommon for patients to tell me things
37 of this nature. But I wouldn't dare put that down
38 in a medical record. I would not put down any
39 reference to multiple sex partners or anything
40 like this because if I did, some insurance company
41 might get a hold of it. So you just have to be
42 careful what you write down in the medical record
43 in this day and time because of the ability of the
44 insurance companies and other institutions
45 duplicating copies of that medical record.
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46 Q. What would happen in the case that some other
47 physician would have to take over this patient's
48 chart? Could that physician continue to treat the
49 patient effectively, in an informed manner from
50 this medical record?
51 A. I hope so. I hope they do. You never are really
52 100% sure, but you try to gear what you put down
53 in the record so that the whole world could read
54 it, if necessary, and it would not reflect
55 adversely on your patient in some ways. I think
56 to take care of the problem is through education,
57 not laws. I think that real education is the way
58 it should be done; and I think there should be
59 more explanation to medical students about what
60 they should write, what they should not write down
61 and what they should do in talking with their
62 patients concerning these problems because I think
63 all human beings need to know that they are
64 valued, that they have certain rights, that they
65 have certain privileges, they have certain
66 obligations and their obligation is to take care
67 of themselves. I mean, this thing gets very 
diverse.
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Appendix J 
Emergency Room Form
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Appendix K
Chart Admissions with Discharge Diagnosis
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ADMISSIONS
•jjigi law
C07228
i_i O ia an a  CSS 1er tn o n g  lecDum
CtmÊtrn. — —— teem tie* CM. IK' MWVIM  ^J7—
•
OISCKARQE \  DisposmcN/
Hem# r  AMA c  Snort r«fmAe«# Hew. % SNF 
Hem# Meenn Cere FmeiMy C  E o m a  C  Aulooir
Mem# H##Rn C an  S#rwce Z  ICF C  Fjyen. Faouy
R#nae. Faowy C  " m f
344
Appendix L 
Admission Form
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Appendix M 
Outpatient Record
OUTPATIENT RECORD
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Appendix N 
Nursing Assessment
HOSPITAL
NURSING ASSESSMENT
COBRA SCREENING/TRIAGE ASSESSMENT
Date: Arrival Time: Triage Time:
NAME: ACE SEX
Arrived by: []Aabulance []#aik 
[]W/C nCarried
Accompanied by:[]Self []Friend 
iiFamiiy []Poiice
Treatment Prior to Arrival:
[]None []Spinai Immobilization 
□Oxygen []Pressure []Elevation 
□  Ice
Medical History: []Respiratory 
□  Hypertension ClSeizures 
[iCardiac [jDiabetes 
i iPregnant___«ks Other;
Chief Complaint/Nursing History:
Family Doctor:, []None
Triage Interventions: []Eievaie 
[]Ice []Lab []X-ray 
[]ImmobiIization flOther:
□  EMERGENT [JURGENT []NON-URGENT
INITIAL
1. I acknowledge that I have 
been told of the hospital's 
obligation for screening 
and emergency medical 
treatment.
2. I have consented to 
treatment or examination.
3. I have refused to consent 
to treatment or examination 
or both against the advice 
of the attending physician. 
I acknowledge that I have 
been informed 06 the risks 
and benefits involved and 
hereby release the 
attending physician and 
hospital from all 
responsibility for any ill 
effects that may result 
from my refusal to consent 
to treatment or examination
Pt/Responsible Party(note relationship)
Witness to Signature/Triage Nurse
If "NON-IRCENT" AfO NOT TREATED, physician to confirm status: Time: . Agree Disagree___
Recconendation to patient (i.e., call your physician: see family physician in AM: given 
listing of local physicians; instructed to call Nurse Helpline,
DispositionTime:. .Physician Signature :.
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Appendix 0 
PRINCIPLES OF MEDICAL ETHICS 
American Medical Association
I. A physician shall be dedicated to providing competent 
medical service with compassion and respect for human 
dignity.
II. A physician shall deal honestly with patients and 
colleaguesf and strive to expose those physicians 
deficient in character or competence, or who engage in 
fraud or deception.
III. A physician shall respect the law and also recognize a 
responsibility to seek changes in these requirements 
which are contrary to the best interest of the patient.
IV. A physician shall respect the rights of patients, of 
colleagues, and of other health professionals, and 
shall safeguard patient confidences within the 
constraints of the law.
V. A physician shall continue to study, apply and advance 
scientific knowledge, make relevant information 
available to patients, colleagues, and the public, 
obtain consultation, and use the talents of other 
health professional when indicated.
VI. A physician shall, in the provision of appropriate
patient care, except in emergencies, be free to choose
348
whom to serve, with whom to associate, and the 
environment in which to participate in activities 
contributing to an improved community. (AMA House of 
Delegates, 1980)
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Appendix P 
The Osteopathic Oath 
I do hereby affirm, my loyalty to the profession I am 
about to enter. I will be mindful always of my great 
responsibility to preserve the health and the life of my 
patients, to retain their confidence and respect both as a 
physician and a friend who will guard their secrets with 
scrupulous honor and fidelity, to perform faithfully my 
professional duties, to employ only those recognized methods 
of treatment consistent with good judgment and with my skill 
and ability, keeping mind always nature's laws and the 
body's inherent capacity for recovery.
I will be ever vigilant in aiding in the general 
welfare of the community, sustaining its laws and 
institutions, not engaging in those practices which will in 
any bring shame or discredit upon myself or my profession.
I will give no drugs for deadly purpose to any person, 
though it be asked of me.
I will endeavor to work in accord with my colleagues in 
a spirit of progressive cooperation and never by work or by 
act cast imputations upon them or their rightful practices.
I will look with respect and esteem upon all those who 
have taught me my art. To my college I will be loyal and 
strive always for its best interest and for the interest of
350
the students who will come after me. I will be ever alert 
to further the application of basic biologic truths to the 
healing arts and to develop the principles of osteopathy 
which were first enunciated by Andrew Taylor Still.
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Appendix Q 
A PATIENT'S BILL OF RIGHTS 
American Hospital Association 
The American Hospital Association presents a patient's 
Bill of Rights with the expectation that the observance of 
these rights will contribute to more effective patient care 
and greater satisfaction for the patient, his physician, and 
the hospital organization. Further, the Association 
presents these rights in the expectation that they will be 
supported by the hospital on behalf of its patients, as an 
integral part of the health process. It is recognized that 
a personal relationship between the physician and the 
patient is essential for the provision of proper medical 
care. The traditional physician-patient relationship takes 
on new dimensions when care is rendered within an 
organizational structure. Legal precedent has established 
that the institution itself has a responsibility to the 
patient. It is in recognition of these factors that these 
rights are affirmed.
1. The patient has the right to respectful and 
considerate care.
2. The patient has the right to obtain from his 
physician complete current information concerning 
his diagnosis, treatment, and prognosis in terms
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the patient can reasonable be expected to 
understand. When it is not medially advisable to 
give such information to the patient, the 
information should be made available to an 
appropriate person in his behalf. He has the 
right to know, by name, the physician responsible 
for coordinating his care.
The patient has the right to receive from his 
physician information necessary to give informed 
consent prior to the start of any procedure and/or 
treatment. Except in emergencies, such 
information for informed consent should include 
but not necessarily be limited to the specific 
procedure and/or treatment, the medically 
significant risks involved, and the probable 
duration of incapacitation. When medically 
significant alternatives for care or treatment 
exist, or when the patient requests information 
concerning medical alternatives, the patient has 
the right to such information. The patient also 
has the right to know the name of the person 
responsible for the procedures and/or treatment.
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4. The patient has the right to refuse treatment to 
the extent permitted by law and to be informed of 
the medical consequences of his action.
5. The patient has the right to every consideration 
of his privacy concerning his own medical care 
program. Case discussion, consultation, 
examination and treatment are confidential and 
should be treated discreetly. Those not directly 
involved in his care must have the permission of 
the patient to be present.
6. The patient has the right to expect that all 
communications and records pertaining to his care 
should be treated as confidential.
7. The patient has the right to expect that within 
its capacity as hospital must make reasonable 
response to the request of a patient for services. 
The hospital must provide evaluation, service, 
and/or referral as indicated by the urgency of the 
case. When medically permissible, a patient may 
be transferred to another facility only after he 
has received complete information and explanation 
concerning the needs for and alternatives to such 
a transfer. The institution to which the patient
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is to be transferred must first have accepted the 
patient for transfer.
8. The patient has the right to obtain information as 
to any relationship of his hospital to other 
health care and educational institutions insofar 
as his care is concerned. The patient has the 
right to obtain information as to the existence of 
any professional relationship among individuals, 
by name, who are treating him.
9. The patient has the right to be advised if the 
hospital proposes to engage in or perform human 
experimentation affecting his care or treatment. 
The patient has the right to refuse to participate 
in such research projects.
10. The patient has the right to expect reasonable
continuity of care. The patient has the right to 
know in advance what appointment times and 
physicians are available and where. The patient 
has the right to expect that the hospital will 
provide a mechanism whereby he is informed by his 
physician or a delegate of the physician of the 
patient's continuing health care requirements 
following discharge.
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11. The patient has the right to examine and receive 
an explanation of his bill regardless of source of 
payment.
12. The patient has the right to know what hospital 
rules and regulations apply to his conduct as a 
patient.
No catalogue of rights can guarantee for the patient the 
kind of treatment he has a right to expect. A hospital has 
many functions to perform, including the prevention and 
treatment of disease, the education of both health 
professionals and patients, and the conduct of clinical 
research. All these activities must be conducted with an 
overriding concern for the patient, and, above all, the 
recognition of his dignity as a human being. Success in 
achieving this recognition assures success in the defense of 
the rights of the patient. (American Hospital Association, 
1975).
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Appendix R 
Oath of Hippocrates 
I swear by Apollo Physician and Asclepius and Hygeia 
and Panaceia and all the gods and goddesses, making them my 
witnesses, that I will fulfil according to my ability and 
judgment this oath and this covenant:
To hold him who has taught me this art as equal to may 
parents and to live my life in partnership with him, and if 
he is in need of money to give him a share of mine, and to 
regard his offspring as equal to my brothers in male lineage 
and to teach them this art— if they desire to learn it—  
without fee and covenant; to give a share of precepts and 
oral instruction eind all the other learning to my sons and 
to the sons of him who has instructed me and to pupils who 
have signed the covenant and have taken an oath according to 
the medical law, but to no one else.
I will apply dietetic measures for the benefit of the 
sick according to my ability and judgment; I will keep them 
from harm and injustice.
I will neither give a deadly drug to anybody if asked 
for it, nor will I make a suggestion to this effect. 
Similarly I will not give to a woman an abortive remedy. In 
purity and holiness I will guard my life and my art.
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I will not use the knife, not even on sufferers from 
stone, but will withdraw in favor of such men as are engaged 
in this work.
Whatever house I may visit, I will come for the benefit 
of the sick remaining free of all intentional injustice, of 
all mischief and in particular of sexual relations with both 
female and male persons, be they free or slaves.
What I may see or hear in the course of the treatment 
or even outside of the treatment in regard to the life of 
men, which on no account one must spread abroad, I will keep 
to myself holding such things shameful to be spoken about.
If I fulfil this oath and do not violate it, may it be 
granted to me to enjoy life and art, being honered with fame 
from among all men for all time to come; if I transgress it 
and swear falsely, may the opposite of all this be my lot.
Text taken from Edelstein, Ludwig. The Hippocratic Oath: 
Text, Translation and Interpretation. Baltimore: The Johns 
Hopkins Press, 1943.
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Appendix S 
Health Insurance Claim Form
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